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ADRENALIN is available as ADRENALIN 
CHLORIDE SOLUTION 1:1000, ADRENALIN 
CHLORIDE SOLUTION 1:100, ADRENALIN 
IN OIL 1:500, ADRENALIN OINTMENT 
1:1000, ADRENALIN SUPPOSITORIES 1:1000, 
ADRENALIN HYPODERMIC TABLETS 3/200 
grain, and in a variety of other forms to meet 
medical and surgical requirements. 
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Introduced to the medical profession by the 
Parke-Davis Research Laboratories in 1901, 
ADRENALIN (epinephrine, Parke-Davis) is one of the 
best known and most widely used of all drugs. Its value 
and versatility are indicated by its wide application — 


in ADRENALIN is a standby for relieving 
asthmatic paroxysms. It is a specific in Adams-Stokes 
syndrome, and is of great value for protein shock, 
nitritoid crises, serum sickness, urticaria, angioneurotic 
edema, and other allergic reactions. 


ADRENALIN is employed to prolong local 
Na by delaying absorption of the anesthetic 
agent, and to control hemorrhage. 


ADRENALIN is used as a uterine relaxant. 


| ADRENALIN is used to overcome 
cardiac arrest. 


In Oplith ADRENALIN reduces intraocular 
ressure, vascular congestion, and conjunctival edema. 
P J 


ADRENALIN controls hemorrhage 
and provides prompt decongestion. 
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Conclusive evidence 
of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


iS provided in its recent 


acceptance by the Council 


brand of nitrofurantoin 
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Nitrofurantoin.—Furadantin (Eaton). — 


The N.N.R. 


monograph 


on Furadantin 


States: 


the 
NITROFURANS 


Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gram-positive and gram-negative micro-organisms. It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus) pyogenes albus 
and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 
and Corynebacterium species; many strains of these organisms 
may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the organisms to nitrofurantoin. The drug does 
not inhibit fungi or viruses. 


Nitrofurantoin is useful by oral administration for the treat- 
ment of bacterial infections of the urinary tract and is indicated 
in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
tive to the drug. It is not intended to replace surgery when 
mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The remainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 
diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 


for at least three days after sterility of the urine is achieved. . ° 
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prompt and 
prolonged 
decongestion 
in COLDS 


SINUSITIS 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 
helps to reestablish and protect the physiologic defense mechanisms 
of the nasal cavity: sinus drainage and aeration. 


| coum oF Neo-Synephrine hydrochloride is notable for its relative freedom 

A. cur sa from sting and for virtual absence of compensatory congestion. 

ae Furthermore, it does not usually produce systemic side effects such 


as nervous excitation, cardiac reaction or insomnia, 
The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 

4% solution (plain and aromatic), 1 oz. bottles 

% and 1% solutions (when stronger vasoconstrictive action is 

needed), 1 oz. bottles 
44% water soluble jelly, % oz. tubes 


Neo-Synephrine 


Inc. 


New 18, N.Y. Winosor, 


Neo-Synephrine, trademark reg. U.S. & Canada, brand of phenylephrine 
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FORTY YEARS OF 


QYUALITY 


Every laboratory 
equipped 


with the most 
modern research 
apparatus known 
today. (Right — 
“counter current” 
device that speeds 
analytical ingredient 
definition. ) 


RESEARCH-PROGRESS 


Camels’ makers “never rest until the good 

is better... and the better, best!” For 40 years, 
our research has been constant, thorough, 

steadily progressive to make a good 
cigarette better. ..to make it best. 


$2,000,000 addition 
to Camels’ facilities 
— this new research 
building of ultra- 
modern laboratories. 
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Meat... 


and the Important Role of 
Protein in Hemoglobin Synthesis 


Although the relationship between iron and hemoglobin formation is 
widely appreciated, the important role played by protein in hemoglobin 
synthesis is relatively obscure. Nevertheless, since globin is just as much a 
component of the hemoglobin molecule as is iron, the continued synthesis 


of this protein is necessary for normal hemoglobin production. 


It has recently been estimated that in the average adult 8 Gm. of globin 
is destroyed daily.' This means “that approximately 14% of the total dietary 
protein intake of the average adult [female] is required solely for the re- 
synthesis of new hemoglobin. These data reemphasize the importance of 
adequate prorein, as well as iron, intake for the maintenance of a normal 


rate of hemoglobin synthesis in man.’ 


Because meat is an outstanding source of both iron and high quality 
protein, it is always recommended in generous amounts in the dietary man- 
agement of hypochromic anemia. These nutritional values, as well as its 
significant content of B vitamins, also make meat an important component 


of the daily diet of normal persons. 


1. Drabkin, D. L.: Metabolism of Hemin Chromoproteins, Physiol. Rev. 31:345 (1951). 
2. The Biosynthesis of Hemoglobin, Editorials, J.A.M.A. 150:1223 (Nov. 22) 1952. 


The Seal of Acceptance denotes that the nutritional SSE 2 
statements regarding meat made in this advertise- _§ : 
ment are acceptable to the Council on Foods and = % is 


Nutrition of the American Medical Association. ‘artroe 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Dramatic results 
with 


(HYDROCORTISONE, MERCK) 


in Bursitis 


Sate 

¢ 


Tablets of HYDROCORTONE afford rapid, even spec- 
tacular relief in most cases of bursitis. Oral therapy 
is effective, convenient, and well tolerated. 


In acute bursitis, Saline Suspension of HYDROCORTONE 
Acetate, injected directly into the bursa, is of great 
value. Relief of pain and increased mobility have 
occurred within a few hours in many patients treated 
with economical low doses, 


Hyprocortone ts the registered 
trade-mark of Merck & Co., Inc. 
for its brand of hydrocortisone. 


© Merck & Co., inc. 


MERCK & CO., Inc. 
RAHWAY, NEW JERSBEYV 
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long-acting 
androven: 


Reg. U.S. Pat. Off. CYCLOPENTYLPROPIONATE 


Each ce. contains: 

Testosterone Cyclopenty]propionate 
90 mg. or 100 meg. 
Chlorobutanol 5 mg. 
Cottonseed Oil 


50 mg. per cc. available in 10 ce. vials 


100 mg. per ce. available in 1 ce, and 
10 ec. vials 


The Upjohn Companv, Kalamazoo, Michigan 
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ORALLY EFFECTIVE 


against staphylococci, streptococci and pneumococci— 
especially indicated when patients are allergic to other 
antibiotics or when the organism is resistant. 


A DRUG OF CHOICE 


against staphylococci—because of the high incidence of 
staphylococci resistant to other antibiotics. 


A DRUG OF CHOICE 


because it is less likely to alter normal intestinal flora 
than other antibiotics, except penicillin; gastrointestinal 
disturbances rare; no serious side effects reported. 


in pharyngitis, tonsillitis, otitis media, sinusitis, bronchi- 
tis, scarlet fever, pneumonia, erysipelas, pyoderma and 
certain cases of osteomyelitis. 


DOSAGE 


average adult dose is two 100-mg. tablets every four to 
six hours. Specially-coated ERYTHROCIN 
tablets are available in bottles of 25 and 100. 


= Trade Mark ERYTHROMYCIN, ABBOTT CRYSTALLINE 
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‘sense of well- beg... 


Relief of menopausal symptoms was complete 
in practically 96 per cent of patients receiving 


“Premarin” and “General tonic effects were noteworthy. ..”’* 


“PREMARIN?” 1n the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 
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Lumbar Sacral Regions 


the 


Ligamentum flavum 


Twelfth rib; ext. intercostal m. 


Latissimus dorsi m.; pleura 


Arachnoid (cut); post. 
spinal artery and vein 


Sympathetic trunk 


Lumbar ganglion 


Cauda equina 


Third lumbar ganglion; fourth 
lumbar vertebra 


Fifth lumbar vertebra; fourth 
lumbar ganglion 


First sacral nerve 


Sacrum 


Iliacus muscle 


Gluteus maximus muscle 


Third sacral nerve 


Fifth sacral nerve 


Coccyx; sacrococcygeal lig. 


inal Cord 


Longissimus dorsi muscle 


Post. internal vertebral 
venous plexus 


Spinal dura mater (cut) 


Twelfth thoracic nerve; 
lumbar part of diaphragm 


First lumbar ganglion; first 
lumbar vertebra 


Right kidney; 
lumbodorsal fascia 


lliohypogastric nerve 


llioinguinal nerve 


Psoas major muscle 


Femoral nerve 


Obturator nerve 


Ilium; gluteus medius muscle 


Second sacral nerve 


Fourth sacral nerve 


Filum durae matris spinalis 


Coccygeal nerve 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs t Lederte) 


and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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A wide variety of infections 
of the spine are caused 
by organisms susceptible to 


HYDROCHLORIDE CRYSTALLINE 


This antibiotic is therapeutic 
for such infections, 

including chronic osteomyelitis 
of the pelvis and sacrum. 

Tt is also useful as a 


| prophylactic prior to surgery. 


LEDERLE LABORATORIES DIVISION amenscav Ganamid company 


30 Rockefeller Plaza, New York 20, N. Y. 
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SWALLOWED 
WHOLE 


Vf  CHEWED- 


the least 
“ OR IN FOOD 


OR LIQUID - bit of fuss... 


| @ The Best Tasting Aspirin you 
Can Prescribe. 
| ®@ The Flavor Remains Stable 

Down to the Last Tablet 

in the Bottle. 

e 24 Tablet Bottle... 
gr. each 15¢ 


| | Grooved Tablets — 
| | Easily Halved | A 


DISSOLVED 
ON TONGUE 


CHILDREN’S SIZE 


BAYER ASPIRIN 


We will be pleased to send samples on request 


THE BAYER COMPANY DIVISION of Sterling Drug Inc., 1450 Broadway, New York 18, N.Y. 
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ANSWERS TO COMMON QUESTIONS 


about 


(ERYTHROM 


Q. Whet is the status of ‘Ilotycin’ 
in the treatment of pneumonia? 


In pneumonia caused by pneumococci 
and staphylococci, ‘lotycin’ is very ef- 
fective. Doses of 200 mg. every four 
hours are recommended. 


Q. Is ‘Ilotycin’ effective in urinary 
tract infections? 


Yes, when the causative organism is sus- 
ceptible to its action and when there is a 
minimum of mechanical factors such as 
strictures, stone, and the like. 


Q. How long should a streptococ- 
cus throat infection be treated with 


‘Hotycin’? 


The recommended minimum course for 
any antibiotic is five days. ‘Ilotycin’ com- 
pletely eradicates the organisms within 
five days and thereby prevents recurrence 
of the infection, 


Q. Is there any contraindication to 
the use of ‘llotycin’ immediately 
following a parenteral dose of peni- 
cillin? 


No. ‘Ilotycin’ does not inhibit the ac- 
tivity of penicillin. There is probably no 


IN, LILLY) 


specific indication for using penicillin in 
addition to ‘Tlotyein.” Experiments both 
in vitro and with animals have shown 
no evidence that ‘Ilotycin’ is either an- 
tagonistic to or synergistic with penicil- 
lin or the “mycins.” 


Q. Are coliform bacteria less sen- 
sitive to ‘llotycin’ than to other 
broad-spectrum” antibiotics? 


Yes. There is less possibility of monilia 
and fungus overgrowth in the intestinal 
tract with ‘Ilotycin,’ since the predomi- 
nant organisms of the normal intestinal 
flora are relatively insensitive to the anti- 
biotic action of ‘Tlotycin,’ 

‘Ilotycin’ is supplied in 100 and 200-mg. 


specially coated tablets... at phar- 
macies everywhere. 


(LOTYCIN 


ERYTHROMYCIN, LILLY) 
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THE PRESENT STATUS OF 
THE MANAGEMENT OF 
URINARY INFECTIONS* 

THEODORE R. Ferrer, M. D.,** 

Philadelphia, Pa. 

Infection is the most common lesion of the 
genito-urinary tract. It ranks second in oc- 
currence to respiratory infection. The fre- 
queney of infection of the urinary organs 
may indeed account for a certain lack of ap- 
preciation of its potential danger in the main- 
tenance of renal health. It is interesting to 
note that infection of the urinary tract has 
responded to many of the recently developed 
antibacterial agents. Modern chemotherapy 
and the antibiotics have completely changed 
the pathologic processes in the urinary tract. 
It is necessary to repeat in any presentation 
of the management of urinary infections that 
definite fundamental principles must be borne 
in mind. Failures are the result of the in- 
discriminate use of the antibacterial agents. 
A complete lack of understanding of their 
effectiveness is frequently demonstrated by a 
total disregard of fundamental urologic prae- 
tice. It is now nearly 20 vears since the first 
clinical work on the sulfonamides was done. 
kor more than a decade thereafter, the vari- 
ous sulfonamides monopolized the chemo- 
therapeutic field. The antibiotic era was 
then initiated by the clinieal application of 
penicillin by Chain and Florey following the 
previous laboratory discovery of its activity 
by Fleming. Streptomycin was then dis- 
covered by S. Waksman in 1948. There is no 
doubt that streptomycin has profoundly al- 
tered the course of many eases of tubereulo- 
sis. Three antibiotics—all derived from 
species of streptomyces—have been desig- 
nated as broad spectrum antibiotics : aureomy- 
ein, chloramphenicol and terramycin. It is 
essential that a working knowledge of these 
antibacterial agents in the management of in- 


*Read before the Medical Society of Delaware, Re- 
hoboth, September 9, 1952. 
**Professor of Urology, Jefferson Medical College. 


fections be developed by the physicians. 
Their response to various organisms, the side 
reactions, the problem of adequate dosage, 
combinations of antibiotics, drug resistant in- 
fections, all constitute a problem that must 
be understood by the physician. <As far as 
urinary infections are concerned, elinieal ex- 
perience has sufficiently developed to point out 
certain advantages of the use of one drug in 
preference to another. 


One of the greatest difficulties in the treat- 
ment of urinary infections is the lack of ap- 
plication of sound clinical practice. The need 
for a compiete medical history and physical 
examination, ineluding a reetal and vaginal 
examination, is of paramount importance. 
Certain laboratory data is obviously neces- 
sary. These observations should determine 
the presenee of: (1) aeute or chronie infeec- 
tions: (2) obstruetion within the urinary 
tract; (3) renal funetion: organie renal dis- 
case; (4) urine studies: type of organism; 
(5) sensitivity studies of the infecting organ- 
ism; (6) foeus of infection outside the urin- 
ary tract. 

There are many cases of infection of the 
urinary tract which do not manifest any 
symptoms except a pyvuria. On the other 
hand, cases of acute infection reveal them- 
selves by severe general symptoms with aec- 
companving grades of severity of local urin- 
ary disturbances. The patients are very ill 
as a result of overwhelming renal toxemia. 
The most important single factor in the treat- 
ment is the administration of fluids, followed 
hy the injection of penicillin sinee the ma- 
jority of acute hematogenous infections of 
the kidney are coceal in type and respond to 
penicillin rather promptly. treatment 
progresses one of the broad spectrum anti- 
biotics should be given, preferably aureomy- 
cin. One must now be prepared to investi- 
gate further and decide whether or not ob- 
struction within the urmary tract may be 
responsible for the acute infectious process. 
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If the acute episode is the result of a chronie 
urinary infection, obstruction is probably the 
historical background of the infection. Relief 
will not be permanent until the obstruction 
is eradicated. Clinically we have observed 
cases where the obstruction was relieved and 
the infection persisted. Cases of this kind 
need special studies with particular atten- 
tion to the infective organism and its sen- 
sitivity to the various antibacterial agents. 
These eases invariably present some degree 
of renal impairment of function, and conse- 
quently the effectiveness of chemotherapy is 
limited. 

In acute hematogenous infections of the 
kidney the pathologie process is disseminated 
throughout the parenchyma of the kidney. 
The source of infection may be outside of the 
urinary tract. Skin infections or respiratory 
lesions are the most common sources. The or- 
ganism is usually staphylococcus and less fre- 
quently streptococcus. In acute bacillary in- 
fections of the kidney the source is generally 
within the urinary tract—due to obstructive 
uropathy—or the intestinal tract. The colon 
group of organisms are the most common in 
the urinary tract and respond readily to 
chemotherapy if no obstruction exists. The 
resistant bacillary infections are due mainly 
to B. proteus vulgaris and Ps. aeruginosa, 
exclusive, of course, of tubercle bacilli. 

It is evident that in order to obtain maxi- 
mum results of chemotherapy and the anti- 
biotics in the treatment of urmary infections 


adequate function of the kidneys is essential. 
The corallary of this principle is that free 


drainage of urine must exist. Obstruction 
within or without the urinary tract must be 
corrected. Urolithiasis and infection are dif- 
ficult to manage unless the ealeuli are re- 
moved, although symptomatic or temporary 
relief may be obtained in the presence of 
Renal drainage as a result of repeated 
and continued bacterial invasion leads to 
serious consequences. Renal azotemia is 
often the result of repeated episodes of pyvelo- 
nephritis. Therefore an estimation of renal 
function must be determined either by urine 
study or blood retention tests. One may ob- 
tain a fairly good impression of renal capacity 
by earefully checking the urine output. In 
the home, the physician must instruct one of 
the attendants to keep a record of total urine 
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output. Thus, in prescribing any antibae- 
terial agents one may be assured of a satis- 
factory response of the medication in relation 
to renal capacity. 

It is important to insist upon a properly 
collected specimen of urine. It is essential 
to have a knowledge of the  bacteriologie 
variants and their response to selective chemo- 
therapeutic and antibiotic agents. In the 
iemale the urine must be obtained by ecathe- 
terization. The male patient can be request- 
ed to void in clean containers; if culture is 
desired the receptacles must be sterile. With 
infants and children a little patience and in- 
genuity will often be rewarded with a 
‘‘¢lean’’ specimen of urine. The mother must 
frequently be instructed in the methods 
of urine collection. Following the eol- 
lection of urine one is able to determine what 
type organisms are present by staining the 
urinary sediments either with methylene 
blue and/or the gram stain. The majority 
of infections are bacillary and usually re- 
spond promptly to sulfonamides and/or the 
antibiotics, but it frequently happens that 
many organisms develop a resistance to medi- 
‘ation. For this reason it is well to study the 
infected urine from the standpoint of bae- 
terial sensitivity to the various chemothera- 
peutic agents. In the long run this proves 
not only economical but the percentage of 
failures is diminished. 

It is imperative that one have an idea of 
the causative factor of urinary infections. If 
complete investigation of the urinary tract 
reveals no obvious reason for the occurrence 
of infection, the influence of distant foei 
should not be overlooked. This is true for 
both aeute and chronic infections. Tubereu- 
losis must always be borne in mind. In many 
instances acute urinary infections will sub- 
side without any specific therapy except the 
usual general remedial measures such as good 
nursing, adequate fluid intake and proper 
howel elimination. In viral infections it is 
not uncommon to have an acute urinary epi- 
sode of sudden hematuria followed within 24 
to 48 hours with pyuria and marked disturb- 
ances of urination. Organisms are not ob- 
tained in the stained urinary sediment. In 
these cystoscopy reveals a_ simple 
hemorrhagic cystitis. The culture of the 
urine may or may not be positive for a strep- 
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tococcus hemolyticus strain. Penicillin and/or 
aureomycin benefit these patients promptly 
and within 7 or 10 days the lesion in the 
bladder has disappeared. 

It is the recurrent, acute infectious episode 
which should give rise to caution and the 
physician should then insist that a complete 
urological study be made. The common oe- 
currence of anatomic variations of the urinary 
tract cannot be over-emphasized. This should 
be particularly noted in the management of 
urinary infections of infants and young ehil- 
dren. Extravulvar and genital lesions are fre- 
quently responsible for recurrent urethritis in 
children. A small pin point urethral meatus if 
recognized and treated will lead to prompt re- 
lief of infection. The mothers of these chil- 
dren must be instructed to observe the rules 
ef hygiene and cleanliness. A child may iaave 
one or more obstructive lesions in addition to 
any anatomic variant, so that eystoscopy is 
nearly always indicated if we are to make any 
progress in the management of urologie dis- 
ease In children. 

In adults the same problem presents itself 
but diagnostic investigation is not necessarily 
delayed unless the patient refuses to cooper- 
ate with his physician. In many cases the 
urinary infections will persist despite re- 
moval of obstructive lesions and furthermore, 
the usual antibacterial drugs do not seem to 
influence the course of the chronic infection. 
These cases are difficult and require every 
effort to remove any possible foci of infection 
within or without the urinary tract. Adnexal 
disease and urethral lesions in both male and 
female are very common causes of persistent 
chronicity of urinary inteetion. 

In pregnaney urinary infections are not un- 
common, It is important to know whether 
there is any precedent urologic disease. It is 
necessary to obtain data on renal function. 
The majority of infections during pregnancy 
respond to the broad spectrum antibioties. If 
failures are evident additional data may be 
sought by an intravenous urogram, Cysto- 
scopy and ureteral catheterization is generally 
not necessary unless the infection progresses 
10 the point where the pregnancy is threat- 
ened by progressive renal toxemia. 

THE PROBLEM OF DOSAGE 

The development of present-day chemo- 

therapy is familiar to physicians but less so 
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are the changes in approach to the problem of 
adequate dosage. It has been recognized since 
the sulfonamide era that large doses of the 
drugs were not necessary in the majority of 
cases of urinary infection. In acute staphylo- 
coccie and streptococcic infections of the kid- 
hey it is important to give an adequate 
amount of the drug to secure prompt and 
maximal antibacterial effeet. This may be 
given intravenously conjunction with 
fluids. The response depends entirely upon 
adequate renal capacity. For this reason it is 
better to obtain adequate fluid interchange 
before ‘‘loading’’ the kidney with high dosage 
of the antibacterial drug. In the sulfonamide 
era it was not uncommon to note erystaliza- 
tion of the drug and the clinieal phenomenon 
of ‘‘lower nephron necrosis.’’ So thoroughly 
was the idea of a ‘‘large or loading’ initial 
dose inculeated into the medical mind during 
the era of sulfonamides that the same prin- 
ciples were observed with penicillin and later 
with aureomyein, It is a clinical faet that the 
majority of urimary infections will respond to 
the usual ordinary dosage regime. The num- 
ber of complications and side effects of the 
sulfonamides is now recognized. The reactions 
following large dosages of penicillin initially 
are Comparatively few and in certain types of 
‘ases, probably this initial loading dose serves 
a very beneficial safeguard. In acute suppura- 
tive Infections of the kidney this is correct, 
Kollowing the introduction of the broad 
spectrum antibiotics (aureomyein, chloram- 
phenicol, terramyein) it beeame apparent 
that different methods of dosage must be used. 
Unfortunately this has not received wide ae- 
ceptance by the medical profession as a whole. 
They persist in prescribing an initial dose of 
double the ordinary dose for a period of 24 
hours. Clinieal and laboratory investigators 
have been reporting that a large single dose 
of the broad spectrum antibioties is not c¢om- 
pletely absorbed when given by mouth. Con- 
siderable loss of the antibiotic oeeurs by feeal 
excretion. The incidence of side reactions is in 
direct proportion to the size of the dose and 
the amount of unabsorbed antibiotic. It is gen- 
erally true that one prefers to administer 
enough of the antibiotic rather than less—de- 
spite the fact that a large proportion of the 
medication may be lost by the inability of the 
intestinal mucosa to absorb the antibiotic. It 
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is a sale method to follow the normal dosage 
regime to insure sufficient antibacterial activ- 
itv. It is well to continue the antibiotic for a 
short period of time after the urine becomes 
sterile. If results are not obtained in 7 or 10 
days of continuous medication further investi- 
vation is obviously indicated. 

Penicillin — Penicillin continues to be 
the antibiotic of choice for treatment of all 
vram-positive bacterial infections including 
staphyvloecocei, pneumococci, hemolytic and 
nonhemolytie streptococe: infections. In addi- 
tion it is the most effective drug for the treat- 
ment of gonorrhea and syphilis. In dealing 
with penicillin-resistant staphylococci infee- 
tions, the broad spectrum antibiotics are in- 
dicated, preferabiv aureomycin, which gen- 
erally inhibits the organisms. There is consid- 
erable variation in resistance to the different 
antibiotics among various strains of staphylo- 
coeel sO it Is necessary to test the sensitivity 
of those failing to respond to penicillin. 

Penicillin-resistant gonococei are best treat- 
ed by the broad spectrum antibiotics. Aureo- 
myein, 250 mgs., 4 doses in 24 hours is usually 
sufficient. It is continue halt 
dosage, 500 mgs. daily for 2 or 3 days. It ts 
necessary to check the patient at weekly in- 
tervals to note any evidence of recurrence of 
the infection, 

Streptomycin and dihydrostreptomycin. 
The most important fields of application for 
streptomyein and dihydrostreptomyecin are in 
the treatment of tuberculosis and the gram- 
negative bacillary infections such as aerobae- 
ter and proteus 
vulgaris. When either form is used for the 
treatment of urogenital tuberculosis it should 
he combined with acid, 
since this procedure increases the period dur- 
ing which treatment may be continued betore 
bacterial resistance develops. One gram of 
dihvdrostreptomycin per day by injection 
combined with 12 grams of para-amino-sali- 
evlic acid by mouth for one year is advised 
for genitourmary tuberculosis. This form of 
treatment is the only available method today 
in bilateral renal tuberculosis. In unilateral 
renal tuberculosis or in genital tuberculosis it 
is. recommended that dihydrostreptomyecin 
and para-amino-salieylic acid be prescribed 
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for a long interval of time. In eases of in- 
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nephro-ureterectomy was done, local symp- 
toms and the pyuria are relieved if this com- 
bination of therapy is used. 

The effect of isonicotinie acid hydrazide on 
venito-urinary tuberculosis is not well known 
at the present writing. Several patients in our 
(‘linic are now on ¢linieal trial with this drug. 
lam not prepared to say that it is very help- 
ful. In one case there was marked sympto- 
matic improvement with a decrease of urinary 
frequency, a sense of well-being and a tend- 
ency to a clearer urine. The improved sense 
of well-being appeared in all five of our eases 
and was attributed to the fact that a new drug 
was under observation. 

In mixed infections of the urinary tract 
penicillin and streptomycin are given in com- 
bination. Good results have been observed and 
it is advisable to continue this form of treat- 
ment if obstructive states and tuberculosis 
have been ruled out. 

Colon infections of the prostate respond 
readily to streptomyein therapy. The com- 
bined use of penicillin and streptomycin are 
preferred in this type of prostatic infection. 
Their use in pre and postoperative treatment 
in prostatic operations is routine at present. 
Resistant strains of organisms are less likely 
to develop if the urine is strongly alkaline. 

Aureomycin—Aureomycin has proved ef- 
fective in our Clinie for infections that have 
developed resistance to other antibioties. 
There are many who consider aureomyein the 
best remedy for general use in most urologie 
infections exclusive of gonorrhea and tuber- 
culosis. In penicillin-resistant gonococeal in- 
fections, aureomycin is the drug of choice. 
requently a single daily dose of 500° mgs. 
will eradicate the gonococcus. In prostatic in- 
fections, particularly the nonspecific variety, 
wureomycin is preterable to any antibiotic. 
This is also true in nonspecific urethritis 
where aureomycin is very effective. A distinet 
advantage in the use of aureomyein is that its 
activity is increased in an acid medicine, ren- 
dering it more useful in the majority of these 
infections than streptomycin. The side reae- 
tions of aureomycin are generally of the 
vastro-intestinal variety and may be prevent- 
ed if the drug is combined with milk. In 
known allergic patients, aureomyein produces 
side reactions early but they are compara- 
tively mild in character and the medication 
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can be continued unless nausea and diarrhea 
become progressively worse. 

Aureomyein is used prophylactically by 
mouth to prevent urinary infection when 
catheterization of urethral dilatation is neces- 
sary. The incidence of reactions of chills and 
fever following urethral instrumentation has 
been remarkably reduced. 

Its use following prostatic operations, par- 
ticularly transurethral operative procedures 
has been found an invaluable aid in the post- 
operative management of these cases. The 
urine tends to clear rapidly and eventually 
becomes sterile. At the present time aureo- 
mycin is far superior to any of the broad spee- 
trum antibiotics in routine urologic practice. 
In penicillin-streptomycin-resistant cases, au- 
reomycin should be tried promptly. 

Terramycin. Terramycin§ is__ effective 
against the commen invading organisms in 
urinary infections and has as wide a range of 
action as other antibiotics. It is relatively un- 
toxic except for side relations of the gastro- 
intestinal variety. Discontinuance of the drug 
clears up the side reactions promptly. It is 
used interchangeably with aureomyein if the 
latter does not produce effectiveness in eradi- 
‘ating the urinary infection. In several in- 
stances in my practice, terramyein produced 
a sterile urine which proved resistant to peni- 
cillin, streptomycin, aureomyein and the sul- 
fonamides. The behavior of drug resistant in- 
fections in very interesting. That is to say, 
some strains of bacteria are naturally resist- 
ant to the antibiotic; others are sensitive. 
Krom a clinical standpoint, when a new anti- 
biotic becomes available for clinical investiga- 
tion, definite differences in sensitivity among 
the various strains of susceptible species of 
bacteria are noted. Terramyein is a valuable 
broad spectrum antibiotie with little evidence 
of toxicity. 

Chloramphenicol. Chloramphenicol (chlo- 
romycetin) is very effective against the gram- 
negative bacillary infections. It will produce 
a sterile urine promptly in many cases where 
other antibiotics have failed. The dosage re- 
gime is the same as aureomycin and terramy- 
cin. Its prolonged use must be discouraged un- 
less adequate blood studies are made at in- 
tervals. It must be recognized that in many 
instances of urinary infections a= gradual 
diminuation of red blood cells occurs: unless 
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this is appreciated a patient may develop a 
marked secondary anemia whieh may prove 
disastrous. This is particularly true in chronic 
urinary infections and the acute hematogen- 
ous variety. It is well therefore not only to 
treat the urinary infections but any possible 
complicating factors as a result of the infee- 
tion. Anemia is invariably present or follows 
urinary infection. Chloromyeetin has pro- 
duced aplastic anemia as a result of its pro- 
longed and intermittent use. A recent ruling 
by the Food and Drug Administration states 
that the package of chloromycetin must carry 
warnings relative to its use and that it can be 
obtained only on a physician’s prescription. 
It is obvious that all antibacterial drugs 
should be obtained only on a doctor's pre- 
scription. The indiscriminate use of any such 
drugs may well produce blood and_ tissue 
changes which are potential health hazards. 

Polymyxin. Polymyxin (aerosporin. sul- 
fate) is very active against gram-negative or- 
ganisms. It is produced by bacillus polymyxa. 
When all other agents fail, polymyxin will 
frequently be successful in eradicating the 
pseudomonas and the coli-acrogenes groups of 
organisms. Its importance lies in the fact that 
contrary to aureomyein, chloromycetin and 
terramyein it is effective pseudomonas in- 
feetions. Pulaski J. Urol 62:564 Oct. 1949 
states that drug-fast bacteria were not pro-- 
duced by treatment with polymyxin. Nephro- 
toxicity and neurotoxicity are likely to be pro- 
duced by polymyxin, according to some c¢lin- 
ical reports. Jawetz (Areh. Int. Med. 89:90 
(Jan.) 1952) states that his studies with poly- 
myvxin-B indicated no serious nephrotoxicity 
and all neurotoxie symptoms disappeared 
within 24 to 48 hours after discontinuance ot 
polymyxin-B injections. 

Qur experience with polymyxin lies in the 
field of its loeal application in combination 
with bacitricin (aerosporin-B) to infected in- 
cisions, and sinus tracts; also in plastic pro- 
cedures on the penis as a prophylactic agent. 
It has proved highly beneficial and healing is 
undoubtedly facilitated. 

Sulfonamides. The sulfonamides remain 
valuable urinary antisepties. The newer drugs 
on the market represent relatively low tox- 
icity. Sulfisoxazole (gantrisin) is one of the 
sulfonamides which is used continuously in 
our Clinie. It is relatively cheap and in many 
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cases sufficient to obtain satisfactory clinical 
results. It is effective in the treatment of 
escherichia coli infections. It may be given in 
combination with penicillin. The average 
dosage pattern is 0.5 gm. every 4 or 6 hours 
for a period of 10-14 days. It has a wide anti- 
bacterial spectrum and its toxicity is not 
necessarily a problem in routine office prae- 
tice. No sulfonamide should be given over a 
prolonged period unless the patient is fol- 
lowed routinely and frequent blood counts 
made. 

Methenamine Methenamine (urotropin) 
continues to be a very useful drug, particular- 
ly in the treatment of gram-negative bacillary 
infections. In routine office practice I use 
mandelamine (mandelic acid and methena- 
mine). This drug is very effective in postoper- 
ative management of transurethral pros- 
tatectomy. The dosage of 1 gm. of mandela- 
mine 3 or 4 times daily for 10 to 14 days is 
adequate and the results are very satisfying. 
It is not as expensive as the antibiotics and 
may be given over a long period of time with- 
out deleterious effects. It is also very effective 
in recurrent low grade infections of the blad- 
der In women. 

Pyridium. Pyridium must be included in a 
discussion of urinary antiseptics. It enjoys a 
wide popularity. It is probably the most com- 
mon urinary antiseptic because it is relatively 
nontoxie and the physician does not need to 
he concerned with the side effects of the sul- 
fonamides, or the relative sensitivity of the 
antibioties. Pyridium has a soothing effect on 
the mucosa of the urinary tract and the acute 
symptoms of burning on urination, frequency 
of urination, and dysuria are diminished. Psy- 
chologically the patients possibly derive some 
benefit from its use because of the beautifully 
tinted orange color of the urine. Two or three 
tablets of pyridium three times a day usually 
are suffiicient to produce a therapeutic effect. 
It apparently is common procedure, in office 
practice, to give a single injection of penicil- 
lin of 300,000 units and maintain oral medi- 
cation with pyridium until the next visit of 
the patient. This may be good therapeusis if 
the infection of the urine is chiefly due to a 
coceus ; Otherwise the penicillin is wasted. The 
rapidity of therapeutie response in any ur- 
inary infection depends upon a proper urine 
study. 
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Arsenicals. The value of arseno therapy in 
the treatment of bacterial or 
‘sterile pyuria’’ is well recognized. Oxo- 
phenarsine (mapharsin) in increasing dosage 
every four days for a total of 6 or 7 injections 
(0.3 gm. - 45 gm. - 0.6 gm.) 2 injections each, 
is given. The results are dramatic. The sulfon- 
amides and the antibiotics seem to have no ef- 
fect on the urine. The relationship of abae- 
terial pyuria to Reiters syndrome—a_ non- 
specific urethritis conjunctivitis and arthritis 
—remains unsettled. The smears and cultures 
of the urine fail to reveal any organisms. The 
response to arseno therapy is considered 
specific only when all other treatment has 
failed, when arsenicals produce an immediate 
effect and when complete eradication of all 
signs and symptoms is the end result. 

In resistant staphylococeie pyurias to anti- 
hioties, arseno therapy is. frequently em- 
ployed. Mapharsen in dosage of .45 gm. to 0.6 
gm. is given at intervals of 4 days for 5 to 7 
injections. 

SUMMARY 


The tundamental principle of urologie 
practice is that an adequate and free urinary 
passageway must be obtained before optimum 
results may be expected from chemotherapy 
and antibiotics in the treatment of urinary 
tract infections. 

Renal function must be adequate in order 
that a sufficient amount or concentration of 
the antibacterial agent may be delivered to 
the site of the infection. 


The study of the urine must be such that 
the infective organism is known and on the 
basis of sensitivity and susceptibility of the 
bacterial species the proper antibacterial 
agent is selected. The problem of dosage of 
any of the agents must be familiar to the 
physician tor effectiveness. 


The success or failure in the treatment of 
urinary tract infections depends upon the ap- 
plication of sound clinical practice in each 
case, 

255 S. 17th Street 
DISCUSSION 

Dr. N. L. CANNON (Wilmington) : In addi- 
tion to the enjoyment we have shared listen- 
ing to Dr. Fetter’s splendid presentation I 
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have had the increased benefit of leisurely 
reading his paper in its entirety. 

I cannot recall having read a better, more 
concise yet comprehensive analysis of the mod- 
ern aspects of the treatment of urinary tract 
infections. 

I should like briefly to reiterate and _ re- 
emphasize three salient points. In the first 
place any patient with a urinary infection 
deserves the most exacting, detailed and 
scrupulous study from a general medical 
point of view. 

Kor not only are many urinary infections 
secondary to extra urinary foci but in pri- 
mary infections due to some obstructive lesion 
there are also clues to the diagnosis which 
ean be found in a careful clinical examina- 
tion. 

Secondly; a careful urologic study should 
include a search for obstructive lesions— 
none are too minor to be casually dismissed, a 
complete renal function study as well as urine 
cultures with sensitivity determinations to 
serve as a basis for specifie antibacterial 
therapy. And thirdly, the urologist can best 
cooperate with the general practitioner in the 
management of these infections by knowing 
the scope of this growing therapeutic arme- 
mentarium so that he ean utilize the available 
drugs properly, fully, and effectively. By so 
doing we can minimize the seriousness and 
potential progressive damage which chronie, 
recurrent urinary infections can have upon 
the kidneys, the bladder and upon the 
patient’s health as a whole. 

And when the organism proves resistant to 
all the available antibiotics in vitro we have 
to remember basic principles of promoting 
free urinary drainage, surgical principles, and 
veneral medical supportive measures as well 
as continuous and patient checking of all pos- 
sible reasons for an apparent failure. The 
number of patients who are not cured is grow- 
ing steadily fewer, thanks to the combined 
strength of our therapeutie and diagnostic 
facilities. 


If the past twenty years is any indication of 


change, I can’t help feeling that the next 
twenty will carry us again as far along in the 
triumph over our bacterial enemies in_ the 
urinary tract. 

I was interested about the fellow assigned 
to the pediatric wards of the hospital looking 
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mainly for urinary infection in children. 1 
have seen two children where the urinary 
tract was not thought of, and both the chil- 
dren, under two years of age, were allowed to 
progress to a point where bilateral nephrost- 
omies had to be done. There was bladder ob- 
struction in both eases and if recognized early 
enough could have been treated for what they” 
were without progressive damage to bladder, 
uterus and kidneys, and it is questionable 
whether the results from the surgery that was 
done will at any time allow of any appreciable 
recovery of the urimary tract to permit the 
children to grow up to a healthy adulthood. 
So I think increased suspicion should be 
pointed to anomalies, or unexplained recur- 
rent infections, and children should be 
checked cystoscopically, no matter how young 
they may be. We have small eystoscopes. 

Since I have been in the profession I still 
‘arry on ald axiom. | am not going to discuss 
his paper, because it is too well-prepared. I 
am only here to emphasize a few points that 
he has already made. 

A perfectly adequate history plays a very 
important part im our diagnosis of any 
malady, as the old axiom still stands good— 
Kind the cause, remove it, and you have a 
cure. So it holds, today. 

I am very glad he went as far back as the 
sulfa drugs. | remember the drug when it 
first came out—particularly sulfonamid. We 
thought we had a cure for a lot of things that 
we didn’t have a cure for before. But the con- 
tinued use of it sometimes brought bad results, 
such as skin irritations, ete., and in-spite of 
the tact we got dramatic results from the use 
of the drugs, we still had things to eontend 
with. | remember the first time I used it in 
the case of scarlet fever. In less than 24 hours 
the lesions were entirely gone, which, natural- 
iv, with the history and background of the 
drug made me think the disease was cured, | 
stopped it, only to have the disease appear 
again within 24 hours. That led me to believe 
that was not the whole answer. 

Consequently, | am going to emphasize here 
the maintenance of the use of a drug until 
such time that you think that the disease is 
done away with. The same history presented 
itself when we first had penicillin. | remember 
the time when penicillin had advanced greatly 
among the antibiotic drugs when the drug 
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ouly lasted two hours and fifty-eight minutes 


in the body. It was promptly eliminated 
through the bowels or kidneys, but penieillin 
has developed to such an extent that today the 
manufacturers and research workers have ad- 
vanced the physiological action of penicillin 
irom two hours and fifty-eight minutes to al- 
most two weeks, 

The bacteriological studies of these things 
are very important. | am only emphasizing 
them. Dr. Fetter made these things look so 
easy that they seemed almost elementary. 
They are not elementary, of course; they are 
very important from every phase, from the 
attic to the cellar. 

Why is it that sometimes the bacteria con- 
cerned develop a certain protective power 
against a drug that we may use? He put that 
in a different fashion. That is one of the things 
that even today in the case of penicillin is 
true. When penicillin started to be used for 
Jeuitie conditions, all the authorities 
claimed that 600,000 units of penicillin was 
adequate to cure any such condition in ten in- 


best 


jections. Today we find out that it is not ade- 
quate. We have to go further than that. Fit- 
teen or twenty almost give us the answer. 


And one more question. Why is it the bae- 
teria do develop a certain defensive mechan- 
ism under the antibiotics today as much as 
they had at first? Or with the antibiotics we 
have today as much as the ones we had at 
first ? 

Dr. Ferrer: | appreciate your discussion of 
this subject. I have very little to add to what 
was stated, more or less along general lines, in 
my remarks. However, it is well to remember 
that some of the older urinary antisepties are 
still worthwhile in certain types of infections. 
As time has gone on the toxic effects of the 
sulfonamides have gradually diminished. They 
are extremely popular today because of econ- 
omy. In regard to the management of gonor- 
rheal infections, penicillin is the drug of 
choice. In chronie urethral discharge which 
reveals gram-negative intracellular diplococei 
aureomyein has been reported to be of tre- 
mendous value. 
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SCROTAL DIVERTICULUM 
OF THE URINARY BLADDER 
Brice Vauuett, M. D.,* 
Wilmington, Del. 

Seardino and Upson, state that ‘‘the uri- 
nary bladder is not infrequently encountered 
in herniotomy’’ (1-3% of all inguinal her- 
nias); and that *‘the occurrence of a bladder 
diverticulum in association with an inguinal 
hernia is an uncommon surgical experience 
and one which requires the combined efforts of 
the general surgeon and urologist.’’ There are 
three types of serotal bladder hernias: (1.) 
iutraperitoneal; (2.) extra-peritoneal; (3.) 
paraperitoneal. 

In reviewing the literature, they found a 
single recent American report of serotal cys- 
tocele where the author? reported two per- 
sonal eases and found 30 others (serotal blad- 
der hernia) in the foreign literature, some of 
which were thought to be diverticula. 

In talking with local surgeons, I find that 
most of them have encountered a structure 
during inguinal herniorrhaphy which has 
been found to be urinary bladder, the find- 
ing usually coming as a surprise, the diag- 
nosis not having been made preoperatively. 

Diagnosis: An exact diagnosis can be 
made by cystogram. A careful urinary history 
may give a lead; however, some cases do not 
complain of urinary symptoms. Again, some 
cases develop acute urinary retention. Inter- 
mittency is a valuable sign when elicited. 
Some patients will void that urine in the ab- 
dominal portion of the bladder, and then by 
applying pressure over the scrotal mass, will 
again void an appreciable amount. This is also 
spoken of as two-stage urination. 

(‘ystoscopy may be helpful. However, if 
there is a much enlarged prostate, as in the 
case herein reported, it may be impossible to 
see the bladder or diverticular opening lead- 
ing to the scrotum. Pressure on the serotal 
mass often induces the desire to urinate. 
Residual urine is present in most cases. Hy- 
dronephrosis and hydroureter may develop in 
some due to traction or angulation of the 
lower ureters. 

When an accurate diagnosis has been made, 
the combined surgical-urological team can 
plan a surgical approach suitable for both 


*Chief, Urological Service, St. Francis Hospital. 
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hernial repair and resection of the divertie- 
ulum. In case of true bladder herniation, re- 
placement of the bladder is ideal, if feasible. 
One can get into surgical difficulties unless a 
diagnosis has been made preoperatively. The 
following case report illustrates this. 

Case Report 

N. B., white male, age 68, was admitted to 
the St. Francis Hospital with the chief com- 
plaint of not being able to void. He had had 
difficulty in passing urine for ten years, Late- 
ly he had been using combined abdominal and 
scrotal pressure as an aid in voiding. The sig- 
nificance of this was overlooked in making a 
final diagnosis. There was burning and drib- 
bling on urination. Anorexia and constipation 
had been present for the week before admis- 
sion to the hospital. 

Past history and family history were irrele- 
vant. On general physical examination the 
head and neck were normal, as were eyes, ears, 
nose and throat. There were a few moist, 
crepitant rales at the lung bases. The heart 
revealed a blowing systolic murmur at the 
base and apex, but was not enlarged. The ab- 
domen was pendulous and there was dullness 
to percussion to the right of the umbilicus 
which was felt to be liver. 

Qn examination of the external genitalia 
there was a doughy mass in the right scrotal 
sac which did not give an impulse on cough- 
ing and was thought to be a small hydrocele. 
Rectal examination revealed a Grade IIL be- 
nign overgrowth of the prostate. Extremities 
were normal; neurological findings were 
normal. 

Laboratory Findings. Blood count and 
blood urea within normal limits. Urinalysis— 
no sugar, no albumin, many WBC, 

Intern’s Impression: 1. Benign overgrowth 
of prostate. 2. Oliguria, with impending con- 
vestive failure. 

Chest X-Ray: Heart and lungs within 
normal limits. 

Excretory Urogram showed prompt ap- 
pearance of the dye in both kidneys in five 
minutes. There was slight bilateral hydro- 
ureter. A 60 minute film showed the bladder 
incompletely filled and irregular in outline on 
its right lateral aspect. (This suggested some 
intrinsie or extrinsic factor responsible for 
drawing the bladder to the right. Tumor was 
thought of, but in a lesion of this extent there 
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would have been a history of hematuria.) 
Both ureters in their lower one-third were dis- 
placed to the right. 

Cystoscopy revealed a normal bladder 
mucosa, but due to the prostatic enlargement 
the ureteral orifices were not visualized, nor 
was the mucosal surface of that part of the 
bladder wall seen that appeared displaced to 
the right in the excretory films. It was as- 
sumed that this was a local sacculated area 
consequent to bladder neck obstruction. 

A final diagnosis of benign overgrowth ot 
prostate and right hydrocele was made, and 
operation planned to resect the hydrocele to 
he followed by electric endoscopic vesical 
neck resection. After a short period of perma- 
nent catheter drainage and urinary tract dis- 
infection, operation was finally carried out. 

Operation: The right scrotal sac was 
opened, and it became immediately apparent 
that we were not dealing with a hydrocele. A 
mass presented which was doughy in consist- 
eney and easily compressible. The spermatic 
cord was greatly elongated and the testis ap- 
peared small and trophic. A small hernial sae 
presented contiguous to the cord. Cord and 
testis were removed while the small hernial 
sae was resected, and its neck carried upward 
through the external inguinal ring and 
sutured under muscle and fascia. 

Attention was now directed to the doughy 
herniation which preoperatively was pre- 
sumed to be a small hydrocele. As there had 
been no impulse transmitted to the serotal 
mass preoperatively, it was felt that there 
was no gut present. Careful dissection of the 
mass revealed bladder muscle. An incision 
was carried down through the muscle layer, 
the mucous surface, and through this layer 
into the lumen of what now appeared to be a 
bladder diverticulum. There was no urine in 
the diverticulum. finger could now be 
passed through the neck of this structure into 
the bladder proper until the enlarged prostate 
could be palpated from its bladder aspect. 

As we were not certain that we might be 
dealing with hernia of the urinary bladder, a 
transverse suprapubic incision was made, and 
the bladder opened. It was now possible to 
invert the diverticulum and push it up 
through the external ring on into the bladder 
proper. However, it Was apparent that diver- 
ticulectomy could be carried out more easily 
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working in the scrotal area. Consequently, the 
diverticulum was returned to this area and 
resected, pursestringing its neck, which in 
turn was pulled up through the external 
inguinal ring, inverted, and tied from within 
the bladder. A large suprapubic tube was in- 
serted and bladder and suprapubic incision 
closed, followed by repair of the large ex- 
ternal ring and final closure of the scrotal in- 
cision around a Penrose drain. The prostate 
was left for subsequent endoscopic vesical 
neck resection which was carried out unevent- 
fully 18 days later, the patient being dis- 
charged from the hospital four days following 
electric resection of the prostate. 
COMMENT 

A plea is made for the routine employ- 
ment of the eystogram in urological diag- 
nosis. The technique is simple, and the in- 
formation gained is often greater tnan that 
derived from cystoscopy. It is the only ae- 
curate method of demonstrating scrotal ¢ys- 
tocele., 

SUMMARY 

1. Attention is called to the rarity of diver- 
ticulum of the bladder occurring in the 
scrotum. 
A personal case report is presented with 
references to the literature. 
3. A plea is made for routine use of the cysto- 


gram in urological diagnosis. 
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INTESTINAL OBSTRUCTION 
Gi. S. Sertno, M. D.,* 
Wilmington, Del. 

Qur Chairman suggested I discuss the prob- 
lem of intestinal obstruction this evening. 
This is a large order for the time allotted. Of 
necessity, this paper shall, therefore, be lim- 
ited. 

The causative factors in obstruction of the 
bowel may be classified as: (1) mechanical; 
(2) nervous, (3) vaseular. 

The most frequently observed causes of in- 
testinal obstruction are due to mechanical 
agents such as: (1) adhesions; (2) herniae; 
(3) narrowing of the lumen due to strictures 
of the intestinal wall either acquired or con- 
genital or obturation of its lumen by a foreign 
body or compression of the lumen from with- 
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out; (4) volvulus, (5) intussusception; (6) 
embryologic defects. 

Disturbances of the nervous mechanism 
may interfere with intestinal motility; these 
may be paralytic or spastic in nature. 

Interruption of the normal blood flow to or 
from the intestinal tract, such as embolism or 
thrombosis of the mesenteric vessels will cause 
intestinal obstruction. 

From a pathologic viewpoint there are but 
two types of obstruction: (1) simple obstrue- 
tion, presenting interference with the con- 
tinuity of the bowel only, (2) strangulating 
obstruction, in which there is evidence ot 
compromise of the blood supply. 

The chief complaints of patients with in- 
testinal obstruction are of pain and vomiting, 
and later of distention. The pain is c¢rampy 
and intermittent and is described as a ‘‘gas 
pain.’’ The colicky distress may recur fre- 
quently or at long intervals, depending on the 
nature of the obstruction. The vomiting is fre- 
quent and copious in small bowel obstruction. 
Great distention of the abdomen with little or 
no vomiting usually means that the obstrue- 
tion is In the colon. 

The appearance of the patient early in the 
course of obstruction often affords no evi- 
dence that he is suffering from a serious ail- 
ment. The pulse rate, respirations, temper- 
ature, and blood pressure are usually normal. 
Apart from the pain, the vomiting, and the 
distention, the patient may not appear to be 
particularly ill. In strangulating obstructions, 
ihe pulse may be rapid, shock may be present 
if the blood loss is great. Irritation of the 
peritoneum by escaping sanguineous§ fluid 
causes the patient to suffer more distress than 
the patient with simple obstruction. 

The most significant physical findings are 
obtained on auscultation. The first step, there- 
fore, in determining the presence or absence 
of bowel obstruction is to decide whether in- 
testinal colic is present. The synehronous con- 
eurrence of pain and noise (borborygmus) 
establishes the painful contractions in- 
testinal colic. Intestinal obstruction — of 
mechanical origin without intestinal colie 
does not exist. It now only remains to be de- 
termined whether the intestinal eolie is that 
of bowel obstruction, enterocolotis, food al- 
lergy, or indiscretion. On the basis of sueh 
general symptoms as vomiting, distention, 
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fever, diarrhea, and the nature of the constl- 
tutional symptoms, the differential diagnosis 
is usually made. 

In strangulating obstructions a great num- 
ber of conditions must be thought of in the 
differential diagnosis. These conditions in- 
elude all of the abdominal colies, such as renal 
and biliary, and the inflammatory diseases 
such as appendicitis, salpingitis, peritonitis, 
pancreatic necrosis, or the hemorrhagic lesions 
such as purpura and hemophiha. Torsion of 
the various organs, especially ovarian cysts 
and the testes, must be considered in a differ- 
ential diagnosis. Typical cases of biliary or 
renal colic, appendicitis, salpingitis, and ee- 
topic pregnancy, are usually easily identified. 
Intestinal colic is absent in all of them. In 
any typical condition, the history, roentgen 
films, and the general laboratory work will 
aid materially in arriving at a probable diag- 
nosis. 

Delay in diagnosis of obstruction is usually 
due to lack of appreciation of the fact that 
simple obstruction of the bowel does not give 
rise to local physieal findings such as tender- 
ness and rigidity. This often leads one to be- 
lieve that only a trivial condition is present. 
When it is remembered, however, that simple 
obstruction of the bowel is the only serious 
acute lesion which does not give rise to ab- 
dominal tenderness, a lack of local physical 
findings in a patient with abdominal pain, 
nausea, and vomiting, should make one sus- 
picious of the presence of intestinal obstrue- 
tion. 

It is frequently said that obstipation char- 
acterizes intestinal obstruction. The bowel 
distal to the point of obstruction is, anatom- 
ically as well as physiologically, normal. In 
incomplete obstructions, therefore, gas may 
continue to be evacuated as long as enemas 
are given. The expulsion of gas and feces fol- 
lowing an enema does not rule out intestinal 
obstruction Only in complete low obstruction 
is obstipation present. The employment of 
‘athartics in mechanical obstruction is not 
recommended. Morphine administered priot 
to the making of a diagnosis is also not recom- 
mended. 

Once the diagnosis of obstruction is elari- 
fied, an attempt should be made to determine 
whether the obstruction is in the small or 
large bowel. The next step should ascertain 
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whether the obstruction is complete or iIncom- 
plete. Finally, an attempt should be made to 
identify the exact nature of the obstructing 
agent. 

Mortauity RATES 

Seudder!, in 1907, reported a mortality 
rate of 60% in all cases of intestinal obstrue- 
tion. In 1933, Wangensteen* reported a mor- 
tality rate of 17%. Nemir*® reports a mortal- 
itv rate of 10% for the period 1940-1950. 
However, the mortality in cases where gan- 
grenous bowel was found at operation was 
31%. It is, therefore, evident that early diag- 
nosis and treatment are essential factors in 
lowering this high mortality rate. 

The following case reports may clarity 
some of the obstacles encountered in diagnosis 
and treatment. 

Cask REPORTS 

Case 1. White female, age 28, was admit- 
ted to St. Francis Hospital on November 25, 
1950, with chief complaint of abdominal pain 
for two days prior to admission, The pain was 
colicky at first, but became constant for the 
twelve hours immediately before admission. 
Vomiting, increasing In severity, was present 
for two days. The past history and family 
history were not significant. 

Kxamination releaved a_ well nourished 
white female, acutely ill. The temperature 
was 100°, pulse 96, and respirations 28. 
Blood pressure was 118/70. Head, neck, and 
chest were normal. The abdomen was consid- 
erably distended. There was marked tender- 
ness in the right lower abdomen. Peristaltie 
sounds were markedly diminished. Laboratory 
studies showed a_ leukocytosis; all other 
studies were normal. Diagnosis was made of 
‘‘acute abdomen,’” possibly intestinal obstrue- 
tion. 

Laparotomy was performed several hours 
after admission. Serosanguineous fluid was 
present in the abdominal cavity. The upper 
small bowel was distended and edematous. A 
volvulus was recognized; the involved bowel 
was gangrenous for a distance of about nine 
feet. Gangrenous bowel was excised, and end- 
to-end anastomosis performed. Convalescence 
was uneventful. 

Case 2. White male, age 35, was admitted 
to St. Francis Hospital on September 26, 
1952, with chief complaints of vomiting, ab- 
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dominal pain, and abdominal distention of 
three days duration. 

Examination revealed a fairly well nour- 
ished white male, acutely ill. The temperature 
was 99°, the pulse, 100, and respirations 22. 
Blood preessure was 106/78, diastolic. The 
chest was clear, heart normal. Abdomen was 
quite distended. There was some tenderness 
in the lower mid-abdomen. Peristaltie sounds 
were diminished. Laboratory studies were 
normal. 

X-ray of the chest showed normal appear- 
ing heart and lungs. Flat plate of the abdo- 
men showed evidence of a localized distention 
by gas of the upper small intestinal loops, 
suggestive of a high level intestinal obstrue- 
tion. 

A laparotomy was performed. Upon open- 
ing the abdomen a large quantity of sanguin- 
eous fluid was found. About 150 em. of the 
lower ileum was gangrenous, and this was ex- 
cised. Normal small bowel was sutured to 
cecum, Cultures were positive for B. coli, were 
chloromycetin sensitive, and also slightly sen- 
sitive to aureomyein and terramycin. 

Pathologie examination: ‘‘Piece of small 
intestine measuring 144 em. long. A_ large 
portion of the mesentery is attached. The in- 
testine is dark red and obviously in a stage 
of early gangrene, except at the extremities. 
Kxamination of the blood vessels in the mes- 
entery shows them filled with blood, but no 
obvious thrombosis is encountered. Diagnosis : 
(iangrene of small intestine due to circulatory 
disturbanee,”’ 

Convalescence proceeded uneventfully. This 
is an example of intestinal infarction without 
bascular obstruction. Experience has shown 
that besides real intestinal infaretion due to 
thrombosis or embolism, another type of so- 
called intestinal infarction oceurs which 
no vascular obstruction is present. According 
to Thorek* this class of cases often is perplex- 
ing, taxing the surgeon’s diagnostic and 
therapeutic ability to the utmost. 

Case 3. Colored male child, age 2, was ad- 
mitted to St. Francis Hospital on January 
13, 1950, with chief complaints of vomiting, 
and a colicky abdominal pain, of three days 
duration, 

The positive physieal signs were limited to 
the abdomen. A generalized abdominal dis- 
tention was present. Peristaltie sounds were 
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hyperactive. Dehydration was evident. Tem- 

perature was 99.6°, pulse 110, and respira- 

tions, 28. 

Laboratory studies revealed a WBC of 
9,800, with 54% neutrophiles, 44% lympho- 
cytes, and 2% monocytes. RBC was 3,200,000 ; 
hemoglobin 7.5 grams. No sickle cells were 
found. Serum protein was 5.8 gms. Urine 
analysis showed a trace of albumin. Stool cul- 
tures were negative for typhoid-dysentery 
group of bacteria. Stools were also negative 
for oceult blood. 

Roentgen-ray examination of the chest was 
within normal limits. Flat plate of the abdo- 
men showed marked distention of the loops of 
both small and large bowels. 

Qn January 17, 1950, a laparotomy was 
performed. A congenital stenosis of the ter- 
minal ileum was found. A short circuiting 
anastomosis was performed. The abdomen was 
entirely normal five days following surgery. 
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RATIONAL USE OF HORMONES 
IN PREGNANCY 
RicHarp Haypex, M. D.,* 
Wilmington, Del. 
Before a physician administers hormones 
to wu patient, whether pregnant or not, he 


should know the action and end-result pro- 
duced by the hormone involved. This state- 
ment cannot be over-emphasized because 
many doctors preseribe hormones indiscrim- 
inately without understanding the reason be- 
hind their use. 

It should be remembered that no new hor- 
mones are produced in pregnancy, with the 
possible exception of chorionic gonadotro- 
phin. There is, however, an inerease in the 
amount of the pre-existing ones present in the 
body. 

The steroid or sex hormones are of more 
importance at present in pregnancy than any 
others, so most of this discussion will be lim- 
ited to their action. 

Space does not permit us to eover the en- 
tire use of the endocrines in pregnancy, but 
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it will suffice to say where endocrine disorders 
complicate pregnancy the necessary hormones 
are administered. We shall brietly touch some 
of the latest treatment in duectless gland 
therapy. 

To understand the action of hormones in 
pregnancy it would be wise to review the 
products necessary for conception to occur. 
The pituitary gland secretes the follicular 
stimulating hormone, which in turn stimu- 
lates estrogen production by the ovary. The 
estrogen acts on the uterus by causing hyper- 
trophy and endometrial proliferation. The 
pituitary gland then secretes its second hor- 
mone, lutenizing hormone, whieh turn 
causes ovulation and the production of pro- 
vesterone by the corpus luteum. Progesterone 
acts on the endometrium to make it secretory 
in type, extremely vascular, and ready for 
implantation of the fertilized ovum. Thus, 
these four basic hormones are necessary for 
the pregnancy to commence, and they have 
definite uses in pregnancy, as we shall see 
later, 

Onee pregnaney has oecurred there is a 
definite increase in estrogen and progesterone, 
which is produced by the ovary initially. At 
approximately three months gestation the 
function of estrogen and progesterone forma- 
tion is assumed by the placenta. It is at this 
critical point where the ovary ceases to pro- 
duce the hormones and the placenta has not 
vet taken on this function that most spon- 
taneous abortions oceur. 

For this reason the administration of estro- 
ven and progesterone has been advocated in 
threatened and habitual abortions. Proges- 
terone was the first to be used in the treat- 
ment of abortions, but unless given in rela- 
tively large doses it proved to be ineffective. 
Keonomically, large doses made it impossible 
for many patients to receive this hormone, so 
that its value is limited. 

A search was then instituted for a cheaper 
and as effective hormone to prevent abortion, 
and stilbesterol was thought to meet these eri- 
teria. This conclusion was based on the fact 
that there was a continuing rise in estrogen 
during pregnancy, along with progesterone, 
und a fall before abortions occurred. The 
theory was then postulated that estrogen was 
necessary tor progesterone formation by the 
placenta. Diethylstilbesterol was cheap and 
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casy to administer, so was proposed as the 
estrogen of choice to give in preventing abor- 
tions. An increased weekly dosage schedule 
was worked out which would theoretically 
prevent abortions based on a progesterone de- 
ficiency. 

The results of this form of treatment are 
paradoxical, but on the whole it may be said 
from all investigative work that these hor- 
mones offer very little in foetal salvage. Over- 
enthusiasm by certain researchers have caused 
these hormones to be widely used, but if we 
look back on the cases involved I am sure very 
tew have been aided by this form of therapy. 

Chorionic gonadotrophin is another hor- 
mone produced by the placenta and may be 
ithe one new hormone produced in pregnaney. 
This hormone gives the positive biological 
tests for pregnancy, and is usually in high 
enough concentration to give a positive reae¢- 
tion two weeks after the last) menstrual 
period. The hormone reaches its greatest con- 
centration about the sixtieth day and then 
subsides rapidly in a normal pregnaney. Oc- 
casionally it is so low that a negative A-Z test 
would be produced within the last week of a 
pormal pregnaney. 

The induction of labor is another use of 
hormone therapy in’ pregnaney. Formerly, 
pituitrin, the oxytoxie derivation of the pos- 
terior portion of the pituitary gland, was 
used. This hormone, however, produced some 
serious side reactions, so that it was used 
sparingly. Then an oxytoxie principle was 
produced which had very slight reactions: 
this was pitocin. This hormone caused no ab- 
normal rise in blood pressure and its action 
was well regulated in therapeutic doses. In 
the past few years, this drug has been admin- 
istered intravenously by drip method in dex- 
trose solution to induce labor. Its action is 
quicker, better maintained, and more easily 
controlled. Pitocin may be given to induce 
labor when the necessary criteria are present 
or in primary uterine inertia to stimulate 
labor. 

In preventing lactation in mothers who do 
not nurse, the sex hormones may have been 
used rather frequently. Estrogen, more com- 
monly in form of diethylstilbesterol, and 
androgen may be given for suppression of 
lactation. Both hormones are supposed to in- 
hibit the production of the lactation hormone, 
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prolactin, and thus prevent milk formation. 
The danger in administering estrogens is that 
engorgement may occur after therapy has 
been discontinued and occasionally profuse 
bleeding may occur four to six weeks later. 
Androgen therapy is more rational, but usual- 
ly must be given for several days to be et- 
fective. 

Whether hormones aid materially in pre- 
venting lactation and breast engorgement is 
still a debatable question. Many clinicians 
feel that satisfactory control may be had 
without the use of hormones. 

Lately the use of hormones in treating 
eclampsia has been advocated on the basis 
that there is a dimunition of estrogen and 
progesterone with a corresponding increase in 
chorionic gonadotrophin. Other studies have 
not verified this condition, so the question of 
the value of hormones in the treatment of 
eclampsia is still unsolved. 

Diabetes is another condition which has 
shown a deficiency of both estrogen and 
progesterone so that these hormones have been 
prescribed in this disease. Other investigators 
have achieved as good or better results with- 
out using hormones, so again, there is a con- 
troversy concerning hormone therapy in dia- 
betes. Probably excellent results can be ob- 
tained with good medical management with- 
out resorting to hormones except, of course, 
insulin. 

The thyroid hormone has always been used 
in the treatment of habitual abortion but its 
exact mechanism is not yet understood. Cer- 
tainly, patients with a subnormal or low 
normal basal metabolism rate should be placed 
on thyroid therapy during pregnancy. Many 
physicians give it routinely in their prenatal 
care, but it must be remembered that the thy- 
roid gland hypertrophies and the basal meta- 
bolism rate is raised 25-80% during preg- 
naney. Low dosage is the rule for thyroid dur- 
ing pregnancy; between one half to two 
grains per day being sufficient. 

Hyperthyroidism may be treated by pro- 
pyithiouracil or radioactive iodine up to the 
second month of pregnancy. After this time 
thyroidectomy is preferable, and should be 
performed before the sixth month. 

The use of ACTH or cortisone in preg- 
nancy has no place at the present time. It has 
been used experimentally in the treatment of 
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eclampsia, which seems paradoxical, but the 
results have been unsatisfactory. 

On the whole, there is very little use for 
hormone therapy in pregnancy that has abso- 
lute value. However, with the continued im- 
provement and knowledge in endocrinology 
more rational hormone therapy will be recog- 
nized and prescribed. I would like to quote 
one of the outstanding obstetricians in the 
country on the use of hormones in pregnancy 
(Waters): ‘‘The status of endocrine therapy 
in obstetrics is highly controversial, with the 
greatest contusion at the highest levels.’’ 
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ALCOHOLISM AND THE 
GENERAL PRACTITIONER * 
H. T. McGuire, M. D.,** 
New Castle, Del. 

Aleoholism presents a serious challenge to 
the medical profession. People who are ill and 
troubled are going to try to get well even if 
they have to create their own resourees and 
devices to do so. Nowhere is this more ap- 
parent than in the treatment of alcoholism. 
Although this is essentially a medical prob- 
lem, progress in treatment has developed 
largely from non-medical people. 


err 


Unfortunately, it has been assumed that 
there are only two kinds of alcoholics. There 
is the group found in every community—the 
so-called ‘‘skid-row drunk.’’ At the other end 
of the speetrum is the psyehotie drunk who is 
so greatly in need of protective custodial 
care. Quite forgotten are the large number in 
hetween who are capable of rehabilitation to 
their proper places in society, in their oceu- 
pations, and in their community. Those are 
the people who are most responsive to therapy 
and most likely to inactivate their alcoholism 
if medical and other approaches are properly 
coordinated. 

I practice in a town of six thousand and the 
ratio of alcoholics is as high there as in the 
big cities. There are farmer aleoholies, doctor 
alcoholics, engineer alcoholics, lawyer aleo- 
holies, clerical alcoholies—whether they be 
Protestant, Catholic, or Jew. There are aleo- 


*Abstract of a talk given at a Symposium on Alco. 
holism before the Essex County Medical Society, Newark, 
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holies everywhere, of all races, creeds, colors, 
and ethnie origins. 

There is no geographical or cultural im- 
munity. | heard one of the group talking at 
dinner before this meeting about seeing alco- 
holics in India. I’ve seen them on_ small 
islands, where the ingenuity required tor the 
production of alcohol would challenge Ein- 
stein, but they made alcohol. This is not a cul- 
tural problem; it is not an intellectual prob- 
lom; it is not a moral problem, per se; it is 
not a physical problem; it is not an allergie 
problem; it is not a chemical problem. It is 
the problem of the total man, in the full 
meaning of this expression. 

Physicians recognize that the acute alco- 
holie is physiologically sick and that the dis- 
ordered functions must be treated the same 
as any other poisoning. However, one must 
avoid the creation of new problems. I speak 
of the ill-advised use of barbiturates, nar- 
cotics, and other drugs which may begin a 
new chain of events to plague an already dis- 
comtited individual. 

Medical authority carries with it a great 
deal of weight and even our words are ex- 
tremely important. I saw a man who had been 
cared tor by an excellent psychiatrist and 
who had abstained for a year and a halt. The 
psychiatrist said: ‘‘You’re rid of your neu- 
rotie problems. I think it would be all right 
for you to take a short snort before dinner.”’ 
So, of course, the fellow did. After all, he 
wanted to, and now that he had the authority, 
why shouldn't he? So, in three weeks, he lost 
one job, one wife, and three sons. 

I would like to warn about using the word 
‘‘c¢ure’’ in this disease. Cure is a desirable ob- 
jective, but I do not think we are anywhere 
near where we can speak of ‘‘ecuring’’ aleo- 
holism. Rather should we talk of inactiva- 
tion, for irrespective of the time away from 
alcohol, no matter how nicely people get re- 
integrated maritally, domestically, econom- 
ically, socially, and spiritually, they still can 
not take a single drink of liquor if they are 
aleoholies. 

Meetings of medical groups such as this, 
are the places to discuss alcoholism. The 
people who need education are not the judges, 
they are not the social workers, not the fel- 
lows in legislature who write the tax laws and 
find out the amount of money that has to be 
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appropriated, not the bartenders, nor the 
motor vehicle commissioners. They are all 
aware of the problem. They see it; they live 
with it. So they come to us, who are supposed 
to lead in helping the sick and the wounded. 
They come to us to remind us of our responsi- 
bility. Now, is it not paradoxical that such a 
thing should happen? I think the people who 
need education are the practicing physicians 
and the educators in the medical schools. 

In talking to a group of resident physicians 
not long ago | said to them: ‘* What are they 
teaching you about alcoholism now?’’ 
‘*Well,’’ they said, ‘‘ paraldehyde is all right, 
and antabuse is pretty good.’’ And this is 
1953! 

One cannot intelligently discuss the prob- 
lem drinker without mentioning the effect 
that Alceoholies Anonymous has had on our 
thinking and attitude in this disease. A. A. 
has given vitality and sustenance to a hereto- 
fore depraved attitude toward the alcoholie. 
This fellowship has made a singular contribu- 
tion in our medical, social, religious and 
philosophical attitude in the handling and 
treatment of this illness. It is impossible to 
estimate in numbers the patients who have 
found recovery in the fellowship of A. A. 
Moreover, the effect of A. A. philosophy in 
thinking has gone far beyond the realm of the 
immediate patient. It has influeneed thinking 
in a community, the employer, the psyehi- 
atrist, the institutional head, the police, and 
agencies of government. There is no force nor 
element of therapy existing today that has not 
heen implemented by the philosophy of A. A. 
in the management of the problem drinker. 

I want to close by asking you to please give 
this very important group of your patients 
some thought. You'll find it rewarding in 
winning their respect and confidence. Eeo- 
nomically, you'll find it rewarding, but you'll 
also find that you’re fulfilling the major ob- 
jective to which you dedicated yourself when 
you chose a career in medicine. 


Many cases of pulmonary tuberculosis are 
either disregarded by the patient or are 
symptomatically latent, and even after patho- 
logical examination it is not always possible 
to say whether we are dealing with reinfee- 
tion or reactivation. George Blumer, M.D., 
(Conn. State Med. J., May, 1952. 
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NEW PSYCHIATRIC 
DIAGNOSTIC NOMENCLATURE* 
Pau. J. Potnsarp, M. D.,** 

Philadelphia, Pa. 

Because of the polyglot of diagnostic labels 
and systems effectively blocking communica- 
tion anad collection of medical statistics, the 
psychiatric nomenclature has been recently 
revised. In 1948 at least three nomenclatures 
(Standard, Armed Forces, and Veterans Ad- 
ministration) were in use, and none of them 
fell accurately into line with the International 
Statistical Classification. Many teaching cen- 
ters, clinics and hospitals had modified one 
or all of the above to suit its own purposes. 


This revision of psychiatric nomenclature 


provides a classification system consistent 


with the eéncepts of modern psychiatry and 

neurology. It is primarily descriptive in 

nature and provides for inelusion of new 
ideas without radical revision of the system of 
diagnosis. It limits itself to the classification 
of the disturbances of mental funetioning 
and does not include primary neurological 
diagnoses. These conditions are diagnosed 
separately, whether or not a mental disturb- 
ance is associated with them. 

The following is an outline form of the re- 
vised diagnostic system. 

I, Disorders Caused by or Associated with 
Impairment of Brain Tissue Function 
This snydrome of organic brain disorder 1s 
due to impairment of brain tissue fune- 
tion from any cause. These disorders are 
separated into acute and chronie depend- 
ing upon the nature of the pathological 
condition in the brain, In acute disorders 
the pathological changes are reversible in 
contradistinction to the — irreversible 
changes in chronie disorders. 

A. Acute Brain Disorders 

These are the organic brain syndromes 
from which the patient recovers. They 
are sub-classified according to the cause 
of the impairment of brain tissue fune- 
tion, Le., Acute Brain Syndrome asso- 
ciated with systemic infection, drug or 
poison intoxication, circulatory disturb- 
ance, trauma, ete. 


*General Staff Meeting, St. Francis Hospital, March 
24, 1953. 

**Chief Consultant, Psychiatric Department, St. Francis 
Hospital, 
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B. Chronic Brain Disorders 

The chronic organic brain syndromes 

result from relatively permanent, irre- 

versible impairment of brain tissue 
function. They are subclassified accord- 
ing to the cause of the impairment, Le., 

Chronic Brain Syndrome associated 

with central nervous system syphilis, 

cerebral arteriosclerosis, senile brain 
disease, convulsive disorder, ete. 

II. Disorders of Psychogenic Origin or 
Without Clearly Defined Physical 
Cause or Structural Change in the 
Brain 

A. Psychotic Disorders 

Psychoses due to psychogenie causes 

without clearly defined physical cause 

or structural change in the brain are in- 
cluded under this heading. 

. Involutionai psychotic reaction 
Affective reactions 
Schizophrenic reactions 
Paranoid reactions 
Psychotic reaction without clearly 
defined structural changes, other 
than above 

Psychophysiologic Autonomic and 

Visceral Disorders 

This term is preferred to ‘*psychoso- 

matie disorders’’ since the latter term 

refers to a mind-body relationship 
rather than to specific conditions. It in- 
cludes the ‘‘organ neuroses’? and cases 
formerly e¢lassified as *‘eardiae neuro- 
sis,’ ‘‘gastrie neurosis’’ and so forth. 

They are sub-classified according to the 

system or systems involved, i.e., psycho- 

physiologic skin reaction, respiratory 
reaction,  gastro-intestinal reaction, 
genito-urinary reaction, ete. 

Psychoneurotic Disorders 

The common denominator of these dis- 

orders is ‘‘anxiety,’’ either consciously 

felt or unconsciously controlled by the 
utilization of various psychological de- 
fense mechanisms. 

1. Anxiety reaction—The term is 
synonomous with the former term 
‘‘anxiety state.”’ It is characterized 
by diffuse anxiety not displaced to 
definite situations or objects as in 
the case of phobic reactions. 
Dissociative reaction—Formerly this 
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reaction has been classified as a type 
of ‘‘eonversion hysteria.”’ It repre- 
sents a gross personality disorgan- 
ization as seen in cases of fugue 
states, amnesias, and so forth. 

3. Conversion reaction—The term con- 
version reaction’’ is synonymous 
with ‘‘conversion hysteria.’’ Instead 
of being experienced consciously, the 
anxiety is converted into functional 
symptoms in organs or parts of the 
body usually under voluntary con- 
trol. Paralysis (paresis, aphonia, 
monoplegia and hemiplegia) of psy- 
cogenie origin are examples of this 
phenomena. 

4. Obsessive-compulsive reaction — In 
this reaction the *‘anxiety’’ is uncon- 
sciously controlled by repetitive 
ideas or acts. It includes many cases 
formerly classified as ‘‘ psychos- 
thenia.”’ 

5. Depressive reaction—This term is 
synonymous with reactive depression. 
The reaction is precipitated by a eur- 
rent situation to which the person 
reacts with depression. It is to be dif- 
ferentiated from normal griet. 

6. Psycho-neurotie reaction, others— 
under this classification will come all 
reactions considered psycho-neurotic 


** 


and not classified elsewhere. 
Personality Disorders 
These disorders are manifested by a 
faulty lite-long pattern of action or be- 
havior rather than by mental or emo- 
tional symptoms. 
1. Personality pattern disturbances— 
a. inadequate personality 
b. schizoid personality 
¢. cyclothymie personality 
d. paranoid personality 
2. Personality trait disturbanece— 
a. emotionally unstable personality 
b. passive-aggressive personality 
¢. compulsive personality 
d. personality trait disturbances, 
others 
3. Sociopathic personality disturbance— 
a. antisocial reaction 
b. dissocial reaction 
¢. sexual deviation 
d. addiction 
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1. aleoholism 
2. drug addiction 
4. Transient situational personality dis- 
orders— 
a. transient situational personality 
disturbance 
b. gross stress reaction 
¢. adult situational reaction 
d. adjustment reaction of infancy 
e. adjustment reaction of childhood 
f. adjustment reaction of adolescence 
g, adjustment reaction of late life 
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PSYCHOTHERAPY * 
Wittiam A. Byrne, M. D.,** 
Wilmington, Del. 

Psychotherapy can be considered the art 
of treating mental diseases or emotional dis- 
orders by any measure, physical or mental, 
that favorably influences the mind or psyche. 
In my brief discussion, the physical or so- 
matie forms of treatment will not be discussed. 

Mental measures may be considered either 
symptomatic or causal in nature. Sympto- 
matic therapy, also spoken of as short term 
therapy, directive therapy, reedueation, sup- 
portive, ete., is directed at removal of symp- 
toms. Causal therapy, also known as long 
term therapy and insight therapy, non-diree- 
tive therapy, is directed toward removing the 
‘ause Of the symptom. Psychoanalysis is prob- 
ably the most refined form of causal therapy. 

The therapist must decide which form or 
forms of treatment are best suited to the in- 
dividual case. Not every patient is suited for 
insight therapy, and some may even be 
harmed by insight that was forced upon them 
prematurely. 

Both forms of therapy have certain factors 
in common such as: 
1. Emotional support. Every patient hopes 
for relief and the opportunity to satisfy his 
regressive needs for dependence has a thera- 
peutic effect. 
2. Intellectual support. The opportunity to 
talk about his problems in a sympathetic at- 
mosphere objectively helps to clarify the 
problem in his own mind. 


as oe Staff Meeting, St. Francis Hospital, March 
1 53, 
**Visiting Psychiatrist, St. Francis Hospital. 
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3. Emotional discharge. The patient is 
given a chance to express his emotions and 
allows the patient to see his problem more ob- 
jectively. Other methods common to sup- 
portive therapy are reassurance and support 
of the patient’s attempt at self-justification. 

I have mentioned briefly the chief forms of 
psychotherapy and some common factors and 
some of the goals. Now a word about the 
therapist. The practice of professional psy- 
chotherapy is an art based upon principles of 
sympathy and understanding that makes use 
ef specialized techniques not available to the 
ordinary layman. It is necessary that the 
therapist like people and wish to help them; 
that he be able to maintain a certain reserve 
or distance from the patient so he can be ob- 
jective. He must be able to project himself 
into the ‘‘life history and personality of the 
patient.’’ A common means of communication 
ix necessary and the therapist is better 
equipped if he has some understanding of 
the social structure in which the patient is 
functioning. 

Now for the patient. I think we ought to 
recognize that psychotherapy will not tavor- 
ably influence all patients. The ideal patient 
is one whose symptoms cause enough discom- 
fort that the patient himself wishes to get rid 
of the symptoms. It is not enough that his 
wife or mother or the law sends him to the 
therapist. Also, the therapist is not a cultist, 
and a person who comes because it is Saieben- 
able is not likely to be helped much. 

The general practitioner—what kind of 
psychotherapy can he practice? Does the type 
of work he is ealled upon to do from day to 
day require a knowledge of psychotherapy 
and its value? There can be no denying this 
regardless of the term one wishes to apply— 
some call it a bedside manner, others refer to 
the ‘‘kindly family doctor.’’ Osler urged the 
lavishing of doses of optimism—all are refer- 
ring to what we speak of today as psycho- 
therapy. As I have mentioned, there are vary- 
ing degrees and types of psychotherapy. In 
many instances the family physician is well 
suited to provide many of the factors which 
will see the patient through his illness and on 
the way to recovery. However, there still re- 
mains the patient whose Mesias requires more 
than the symptomatic or supportive therapy 
who will require the services of the therapist 
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who must employ more specialized techniques. 
Whether the patient avails himself of these 
services will to a great extent depend on the 
medical profession itself. How well it is un- 
derstood and how much courage can be given 
the patient to seek and use the available help 
will depend on the recognition, acceptance, 
and interpretation of this therapy to the 
patient by the physician in general medicine. 
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THE PHYSICIAN’S ROLE IN MARITAL 
PROBLEMS* 
CHARLES J. Katz, M. D.,** 
Wilmington, Del. 

Like an army in which the thin edge of the 
fighting forees takes the greatest punishment, 
so too, does the general practitioner face the 
heaviest load and carry the burden for all of 
medicine. Especially in the field of problems 
relevant and related to marriage difficulties 
can he perform his greatest services. 


The most complex and difficult type of in- 
terpersonal adjustment may be considered to 
be that of marriage. It is also the form of 
human relationship that is productive of the 
deepest gratifications in the physical, emo- 
tional, intellectual, and spiritual spheres, or 
it can be the most destructive kind of rela- 
tionship producing, when it goes awry, neu- 
roses, psychoses, psychosomatic disorders, and 
divoree, to say nothing of disturbed and dis- 
organized children, 

The physician by virtue of his intimate, 
personal type of service to and for his pa- 
tients is in the position to do the most in many 
ways. He may serve as a kindly, understand- 
ing, parental-type of figure to those who are 
contemplating marriage by helping them to 
understand the need for a complete evalu- 
ation of themselves during the courtship, 
when each prospective bride and bridegroom 
must sit down and try to understand each 
other trom the point of view of what each has 
done in the past, is doing now, and what each 
can be expected to do in the future. 

The family doctor may, by his objective 
understanding of the mature love relation- 


a oe Staff Meeting, St. Francis Hospital, March 
osVisiting Psychiatrist, St. Francis Hospital. 
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ship, be able to help those planning to marry 
und those already wed and in trouble. He 
can provide them with an understanding of 
the physieal, sensual,  organic-instinctual 
needs of both male and female. Progressing 
trom this, he will be able to help them organ- 
ize the tender, affect‘onate, romantic relation- 
ship so necessary in marriage. He will show 
them the need for a real friendship w.th the 
partner and how to develop the character- 
istics of dependability, understanding, and 
veceptance of each other on a mature basis. 
Finally, he will help them to achieve a satis- 
factory intellectual or sublimated type of re- 
lationship with much emphasis on the value 
of a spiritual outlook and approach to the 
many never-ceasing problems which arise in 
the marital state. 

All this can be done if the physician him- 
self, and who else, by training, preference, ex- 
percence, and example can do it better, can 
provide his patients with the understanding 
and means whereby they can become aware 
of measures by which they ean build for 
themselves, the marital partner, and their 
children, the greatest degree of personal 
security. This means that the family doctor 
must use every opportunity, when it is of- 
fered, to provide an understanding of the 
value of a healthy body, a happy home, a 
means whereby a livelihood can be earned or 
useful work done, an adequate number of real 
iriends, end a spiritual outlook and = aspira- 
tion. 


NO TRUCE WITH TB 
S. King, M. D.,* 
New York, N. Y. 

It was Saturday afternoon on Okinawa, that 
war-famed island in the far Pacific. The 
month was February 1952. In the auditorium 
of the United States Army Hospital there 


were gathered many Okinawans and Ameri-. 


cans who were interested in the control of 
tuberculosis among the island population as 
well as in the United States troops who were 
in contact with them. Even in this far-2way 
spot there was excitement over news that ha] 
made the headlines of the New York papers 
only a few days before. Seience had discov- 
ered a new pill which made bed-ridden tuber- 
culosis patients feel ‘‘so simply wonderful”’ 


*President, American Trudeau Society. 
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that they were ‘‘daneing in tic corridors.”’ 
Since that day more than a year has passed 
and some of those who danced are dead. 

What, then, is the place of drugs, the old 
and the new, in the treatment of tuberculosis 
and what is tne effect of this ‘‘chemotherapy 
on the tuberculosis campaign ? 

There is no doubt, atter a seven-ve cr trial, 
that certain drugs are very helpful i treat- 
ing tuberculosis. So, for the first t me in 
history, we have drug treatment to add to the 
time-tried but never really satisfactory form- 
lila of ‘‘rest, fresh air, and good food,”’ and 
the later treatment by pneumothorax, p.oeu- 
moperitoneum, thoracoplasty, and surgic re- 
moval. By February, 1952 it had been de- 

termined that the most 


Help Fight TB 


effective drug treat-nent 
was a combination otf 
streptomycin and para- 
aminosalievlie d 
(PAS). Then came the 
exciting new drug which 
Buy Christmas Seals Now officially named 

‘isoniazid’? but may be 
referred to by at least half a dozen other trade 


names. <As intimated above, isoniazid has not 
lived up to the original expectations, but by 
itself it is a better drug than PAS and it ts 
hoped that the combination of streptomyein 
and the pleasant isoniazid will be as good 
or better than streptomyein plus the rather 
unpleasant PAS. Time and mueh careful 
study will tell. 

But there is as vet no evidence that drug 
treatment can replace bed rest and surgery. 
It is only an extraordinarily useful addition 
to older methods of treatment. However, it 
may shorten the period of bed rest and sana- 
torium care, and it may improve the condi- 
tion of many patients sufficiently to warrant 
an operation previously considered too dang- 
Crous., 

But there is no hope that chemotherapy is 
so effective it will wipe out tuberculosis in a 
few years’ time and so make other efforts to 
control tuberculosis unnecessary. 

It is true that death rates are dropping 
rapidly in most cities in the United States, 
but it is also true that in many cities the drop 
has not continued when federal or local health 
ciganizations have stopped their x-ray sur- 
veys ard other control measures. And it is 
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alarmingly true that tuberculosis is still the 
first cause of death from disease in young 
adults and that there is no decrease in the 
number of active cases discovered in the older 
males. 

Therefore, there must be no slackening in 
our efforts to fight tuberculosis. We must 
still conduct x-ray surveys to find early or 
asymptomatic disease; provide facilities for 
perhaps yearly x-ray checks of large portions 
of the population; continue the campaign to 
have chest x-rays of all hospital admissions 
and all hospital personnel; continue the sup- 
port of research workers who are studying 
tundamental scientific problems, and help 
provide special instruction in lung disease for 
medical students and non-specializing doctors. 
These and many other problems will need our 
constant attention. 

But someone has to provide the money 
which makes studies possible. The 
Christmas Seal sales have, through the years, 
provided the life blood for the volunteer eiti- 
zens campaign against tuberculosis. At the 
present time in the state of Delaware Christ- 
mas Seal funds of the Delaware Anti-Tuber- 
culosis Society have made possible their State- 
wide Chest X-ray Survey. It is expected that 
mc.e than 40,000 Christmas Seal dollars will 
be spent on this Survey alone. The other 
activities of the Delaware Anti-Tuberculosis 
Society have not been curtailed. The Society 
therefore hopes to have a very successful Seal 
sale this vear. The Seal sale, which is the 
47th annual sale, opens on Monday, Novem- 
ber 16th. 


NEW LEGISLATION 

Three Bills which directly affect the medi- 
cal profession were passed at the last Legis- 
lature. 

One of these bills doubled the license fees 
for all oceupations, including that of physi- 
cians. This Bill appears as Chapter 346, Vol- 
ume 49, Laws of Delaware, beginning on page 
723. Approved by Governor 7/10/53. Cop- 
ies of the other two Bills are printed here- 
with. 


House Bill No. 387 With House Amendment 
No. 1 and House Amendment No. 2 
An Act to Amend Title 11, Delaware Code 
of 1953 entitled ‘‘Crimes and Criminal 
Procedure’’ by providing for reports in 
Cases of Epilepsy. 
Be it enacted by the General Assembly of 
the State of Delaware: 
Section 1. Chapter 1, Title 11, Delaware 
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Code of 1953 is amended by adding a new 
section thereto as follows: 
108. Reports of epilepsy; limitation on use 

Every physician attending or treating epi- 
lepsy shall report within one week to the 
Department of Motor Vehicles the names, 
ages and addresses of all persons treated as 
cases of epilepsy. 

The reports shall be for the information 
of the Department of Motor Vehicles in en- 
foreing the provisions of the Motor Vehicle 
Law. Said reports shall be kept confidential 
and used solely for the purpose ot determin- 
ing the eligibility of any person to operate 
a motor vehicle on the highways of this State. 

‘*A physician failing to make such a re- 
port shall be fined not less than Five Dollars 
($5.00), nor more than Fifty Dollars ($50.00) 
and costs for each such report he fails to 
make.’’ 

This Bill appears as Chapte; 234, Volume 49, 
Laws of Delaware, beginning on page 439. Ap- 
proved by Governor 7/1/53. 

House Bill No. 392 With House Amendment 
No. 1 

An Act to Amend Titles 11, Delaware Code 

of 1953, entitled ‘‘Crimes and Criminal 

Procedure’? by providing for reports of 

treatment of wounds caused by firearms. 

Be It Enacted By The General Assembly 
of The State of Delaware: 

Section 1. Chapter 1, Title 11, Delaware 
Code of 1953 is amended by adding a new 
section thereto as follows: 

107. Reports of treatment of wounds caused 
by firearms 

Every physician attending or treating a 
case of bullet wounds, gunshot wounds, pow- 
der burn, or other injury arising from or 
caused by the discharge of a gun, pistol, or 
other firearm, or whenever such case is treat- 
ed in a hospital, sanitarium or other institu- 
tion, the manager, superintendent or other 
person in charge shall report such case at 
once to the police authorities of the city or 
town where such physician, hospital, sanitar- 
ium or institution is located or to the State 
Police. The provisions of this section shall 
not apply to such wounds, burns or injuries 
received by a member of the armed forees of 
the United States or the State of Delaware 
while engaged in the actual performance ot 
duty. 

Whoever fails to make such report shall 
he fined not less than $25. 


This Bill appears as Chapter 235, Volume 49, 
Laws of Delaware, beginning on page 440. Ap- 
proved by Governor 7/1/53. 
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The 1953 Meeting 

The 164th Annual Session of the Medical 
Society of Delaware was held at the Hotel 
DuPont, Wilmington, October 12-14, 1953, 
President Victor D. Washburn, presiding. 

A meeting of the Council was held in Wil- 
mington on September 28th, which passed on 
many routine matters, thus making it possi- 
hle tor the meeting of the House of Delegates 
to proceed more quickly and more efficiently. 
The most important items considered had to 
deal with legislation, passed by the last Legis- 
lature, affecting the medical profession. The 
full transactions will be printed in the De- 
cember issue of JOURNAL. 

The scientific meetings proceeded exactly 
as printed in the July JourRNaL. These pap- 
ers were all of a high order and were well 
received and adequately discussed. 

The elections for the vear 1954 resulted as 
follows: 


President, Hewitt W. Smith ................ Harrington 
President-elect, Lewis B. Flinn ........ Wilmington 


Vice-President, Glenn M. VanValkenburgh 


Georgetown 
Secretary, Norman L. Cannon ............ Wilmington 
Treasurer, Charles Levy ... _....... Wilmington 
Rep. to D.A.M., W. Oscar LaMotte .... Wilmington 


The Woman’s Auxiliary met at the same 
time at the Delaware Academy of Medicine, 
under the Presidency of Mrs. Willard F. Pres- 
ton, of Wilmington. The following officers 
for 1953-54 were elected and installed: 
President, Mrs. Allan R. Crutchley .. Middletown 
President-elect, Mrs. Gerald A. Beatty 


Wilmington 

Vice-President, Mrs. Glenn M. Van 
Valkenburgh .. Georgetown 
Secretary, Mrs. I. Lewis Chipman, Jr., vi 
Treasurer, Mrs. Lawrence L. Fitchett .... Milford 


The social events of the Society and the 
Auxiliary were held according to schedule, 
and were enjoyed by large audiences at each. 
The main event was the reception and dinner 
on October 13th, followed by a very inter- 
esting address by Dr. Thomas H. Alphin, As- 
sistant Director of the AMA’s Washington 
office, on the workings of that office. 

The technical exhibits were all good, and 
again reacted a new high for income. The 
Society is grateful to them for their financial 
assistance to our meeting. Ours is a small 
Society and an occasional comparison with a 
large one is illuminating. The Pennsylvania 
Society held their 103rd session at Harris- 
burg, September 21-24, 1953. We give below 
the registration figures from our meeting and 
theirs: 


1953 DELAWARE PENNA. 
Members 163 1533 
(;uests, Visitors 53 633 
Internes, Students 114 
Kxhibitors 45 351 
Woman's Auxiliary 104 352 

Total 374 2983 
Membership (1953) 348 (1950) 11,012 
% Registered 46.2 13.9 


We were informed 
that, throughout the U. S., the average state 
medical meeting showed 30-35% of their 
membership in attendance. We believe this 
figure is much too high. 

So passes into history the 1953 Session. 
Now let us turn our faces towards Dover, 
October 11-18, 1954, and make the next Ses- 
sion an even better one. 


couple of years ago 
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MISCELLANEOUS 
What Can Happen in 20 Years 

I saw an interesting article by Paul L. 
Martin, chief of the Washington Bureau of 
the Gannett newspapers, in the October issue 
of the Ameriwan Mercury. The facts he re- 
vealed certainly set a person to thinking. His 
article deals with government spending dur- 
ing the 20 years just ended. Here is the rec- 
ord: 

In those 20 years, the government spent 
more than $775,000,000,000 and ran up a net 
deficit of more than $239,000,000,000, © In 
other words, it spent almost half again as 
much as it was able to collect, despite ever- 
increasing taxes. 

At the end of fiscal 1933, the national debt 
amounted to a fraction less than $180 for 
each American. Now the figure is above 
$2,000. 

In 1933, a typical family with a $4,000 a 
year income paid $44 in federal income taxes 
—now it must pay close to $500. 

In the last fiscal year, tax collections were 
2,100 per cent greater than in 1933. 

Read those figures again. Then answer 
this question: How long can any nation stand 
such a trend without going bankrupt? 

AMA Secretary’s Letter, No. 271, 
October 30, 1953 


Today's Health Wins Two Awards 

Today’s Health, published by the A.M.A.,, 
recently won two awards in the fourth an- 
nual magazine show of the American Insti- 
tute of Graphie Arts in New York. Ninety- 
two layouts were selected for awards and ex- 
hibition from some 2,000 entries. 

This was the first time since 1951 that To- 
day’s Health had entered the A.L.G.A. show, 
the most important magazine show in this 
hemisphere. It also won two awards at that 
time. 

One of the winning layouts, designed by 
Artist Charles Turzak, was for the article, 
‘*How to Read Science Stores.’’ Written by 
Patricia Jenkins, assistant managing editor of 
Today’s Health, the article was published in 
the May issue, and is being reprinted in a 
handbook for college science teachers. 

AMA Secretary's Letter No. 271, 
October 30, 1952 
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BOOK REVIEWS 


Diseases of the Heart and Arteries: Antom- 
ical and Functional Details of the Circula- 
tion: Treatment. By George R. Herrmann, 
M.D., Professor of Medicine, University of 
Texas. 4th ed. Pp. 652, with 219 illus. 
Cloth. Price, $12.50. St. Louis: C. V. Mosby 
Company, 1952. 

The first edition of this book, entitled 
‘*Synopsis of Diseases of the Heart and 
Arteries,’ appeared during your reviewer's 
first year in practice; one copy on his desk 
and another on his bedside table attest its 
usefulness as a reference volume. The fourth 
edition has grown to a point where it no 
longer claims to be a synopsis, in whieh class 
it was outstanding, but another of a large 
number of textbooks on the subject. Dr. 
Herrmann’s masterful pedagogy is evident on 
each page; material is present that is not 
readily available elsewhere. For these rea- 
sons alone, any physician with more than a 
superficial interest in heart disease should be 
familiar with the book. It cannot be reeom. 
mended to an individual as his only text on 
the subject, because there are other better 
balanced books available. 


Clinical Diagnosis By Laboratory Methods 
—A Working Manual of Clinical Pathology. 
By James Campbell Todd, M.D., Late Profes- 
sor of Clinical Pathology, University of 
Colorado; Arthur Hawley Sanford, M.D., 
Emeritus Professor of Clinical Pathology, 
The Mayo Foundation, University of Minne- 
sota; Benjamin B. Wells, M.D., Professor of 
Medicine, University of Arkansas. Schoo! 
of Medicine. 12th Edition. Pg. 998, with 946 
illustrations, 197 in color, on 43 figures. 
Cloth. Price, $8.50. Philadelphia: W. B. 
Saunders Company, 1953. 


This standard reliable text has added a 
new co-author, Dr. Wells, a name well known 
in the field of pathology. The twelfth edi- 
tion tollows the general pattern of the pre- 
vious fine complete revision with a few neces- 
sary additions to help keep it up to date. 

As in previous editions this book serves an 
ideal purpose for the medical student and 
the physician but is less serviceable for the 
medical technician or general laboratory, al- 
though no laboratory should dare be caught 
without this volume on its reference shelf. 
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Various factors during pregnancy (intestinal displacement, 
atony, inactivity) make it virtually impossible for most women 
to go through the gestation period without constipation. 


CONSTIPATION IN PREGNANCY: 
Satisfactorily controlled with Metamucil’ 


Metamucil, with its physiologic prin- 
ciples of “‘smoothage” and “normo- 
hydration,” is well tolerated for 
pregnancy constipation. This bland 
vegetable colloid may be used through- 
out the entire nine-month period 
without fear of forming a “‘habit’’ and 


without irritation to the mucosa. 
Greenhill’ suggests that Metamucil 


be given every other night. He also 
recommends that Metamucil be given 
in conjunction with a proper diet, 


during the lying-in period of the 
puerperium. 

Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), a 
seed of the psyllium group, combined 
with dextrose (50%) as a dispersing 
agent. It is accepted by the Council 
on Pharmacy and Chemistry of the 
American Medical Association. 


1. Greenhill, J. P.: Principles and Practice of 
Obstetrics, ed. 10, Philadelphia, W. B. Saunders 
Company, 1951, pp. 103-104; 311; 332. 


SEARLE Research in the Service of Medicine 


y 
i; 
A 


gh 


XVIII DELAWARE STATE MepicaL JOURNAL NOVEMBER, 1953 


[AS ADVERTISED IN THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION] 


Income for members of the 


Delaware Medical Profession 
from the first day™ 


of sickness or injury... 


now! 


Not for only 26 weeks—Ncet for only 52 weeks 


but even for your entire lifetime 


House Confinement is not required at any time 
Accidental loss of hands, feet or eyesight pays 
monthly tenefits—net just lump sum. 


tax free dollars 


Disability income is not taxable. For example: $3600.00 a year 
from our policy is equivalent to about $5000.00 regular income. 


extra benefits 


Double monthly benefits when you 

are hospitalized for as long as three months. 
Unusually large accidental death benefits 
Double benefits for specified travel accidents 


plus important features 


Waiver of Premium Provision 
Commercial Air Travel Passenger Coverage 
No autcmatic termination age 


“In the event of UNITED INSURANCE COMPANY, Lifetime Dept. 


total disability and Eig Building, Silver Spring, Maryland. 
Total Loss of Time 


I would like to know more about your lifetime income pro- 
**Benefit payments tection. 
start from first day 


ADDRESS .. 


Mail Coupon | 
today while clip your 
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AMPHOJEL 


ALUMINUM HYDROXIDE GEL 
WYETH'S ALUMINA GEL 


In uncomplicated 
PEPTIC ULCER 
prompt healing may ; 


be anticipated when 


acid and pepsin 
corrosion are halted. 
‘‘Tyouble-Gel action” of 


Amphojel provides 
_ both local physical 
protection and gentle “ 


sustained antacid effect. Philodelphie 2, Po. 
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Institutional er 


COFFEE TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 


ECKERD'S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
513 Market Street 723 Market Street 


900 Orange Street Manor Park 
WILMINGTON, DELAWARE 
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* 
Unpatd Gills 
@ Collected for 
members 
of the * 
STATE 
MEDICAL 
SOCIETY 


230 W. 41st ST. 
NEW YORK * 


Phone: LA 4-7695 


FRAIMS DAIRIES 
Quality Dairy 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


To keep 
your car running 


Better —- Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


Howers 


Geo. Carson Boyd 


at 2/6 Wht 10th Street 
| Phone: 4388 


... Two 
Outstanding Cases 


RED LABEL a BLACK LABEL 
Both 86.8 Proof 


Jon nnie Walker 
Bi ack Label 


Johnnie Walker stands out in its devotion to 


quality. Every drop is made in Scotland. Every 
drop is distilled with the skill and care that 
come from generations of fine whisky-making. 
And every drop of Johnnie Walker is guarded 
all the way to give you perfect Scotch whisky... 


the same high quality the world over. = 


BORN 1820... 
STILL GOING STRONG 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 


CANADA DRY GINGER ALE, Inc., New York, N. Y., Sole Importer 
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Enjoy 


There’s a complete summary of the 
week’s news in Delaware on one 
compact page .. . there’s a business 
page that presents the top local cnd 
national business news each week 

. there‘’s commentary by H. V. 
Kaltenborn and Drew Pearson on 
significant national and international 
news ... there are complete sports, 
magazine and entertainment sections 
for more leisurely Sunday reading. 


WILMINGTON 
SUNDAY STAR 


Designed 


satisfaction 
comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 


sincere effort. 
NN Freihofer’s 


SANA 


Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Pro- 
tection, Avoids Unpleasant Situations 
By Immediate Thorough Investigation 
And Saves You The High Costs Of 
Litigation. 
The Only Plan Which Is Officially Spon- 
sored By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bldg. 10th G Orange Sts. 


87 Years of Dependable Service 
Phone Wilmington 5-656] 


If it’s insurable we can insure it 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


A Store for... 


Quality Minded Toll. 
Who Thrift 


LEIBOWITZ’S 
224-226 MARKET STREET 
Wilmington, Delaware 
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ACCIDENT * HOSPITAL * SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively ~ 


PHYSICIANS 
> PREMIUMS SURGEONS 
COME FROM DENTISTS 
$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 ~ $20, 000 accidental death Querterly $32. 00 
$50 weekly indemnity, accident and sickness $1 00 weekly indemnity, accident and sickness 
COST HAS NE VER EXCEEDE D AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 
Single Double Triple Quadruple 

60 days in Hospital ............. ee 5.00 per day 10.00 per day 15.00 per day 20.00 per day 

30 days of Nurse at Home ....... . 5.00 per day 10.00 per day 15.00 per day 20.00 per day 

Laboratory Fees in Hospital ............... 5.00 10.00 15.00 20.00 

Operating Room in Hospital ............... 10.00 20.00 30.00 40.00 

Anesthetic in 10.00 20.00 30.00 40.C0 

X-Ray in Hospital . eiisandiebtiedoal tae. 10.00 20.00 30.00 40.00 

Medicines in Hospital . aadenes 10.00 20.00 30.60 40.00 

Ambulance to or from Hospital aon 10.06 20.00 30.00 40.00 

COSTS (Quarter’y) 

Adult 2.50 5.00 7.50 10.00 

2.50 5.00 7.50 10.00 

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 vears under the same management 
400 First National Bank Building Omaha 2, Nebraska 


$200.000.00 deposited with State of Nebraska for protection of our members 


EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


61380 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’S 


PHARMACY 
Medical Arts Bidg. Del. Trust Bldg. 
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HANCE 
HARDWARE CO. 


4 Stone Hill Road 
AUGUSTINE CUT-OFF 
Wilmington, Del. 


Keep the roses 
in their cheeks 


(Across from Wanamakers) all winter long 


BUILDERS 
HARDWARE 


Exclusively 


PHONE 5-6565 


JOHN G. MERKEL 
& SONS 


P, —Hospit a [ 


cLaboratory—Ina lid Supples HOMOGENIZED 
VITAMIN D 
MILK 


PHONE 4-8818 
Look for the Sealtest trademark 


and the red tile pattern 


801 N. Union Street 


Wilmington, Delaware 
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Baynard Optical 
Company 
Prescription Opticians 
We Specialize in Making 


Spectacles and Lenses 
According to Eye Physicians’ 


sth and Market Sts. 
Wilmington, Delaware 
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Prescriptions 


DELAWARE AVE. at DUPONT ST. 


prompt city-wide 


e maintain 


delivery service 
for prescriptions. 


LIN 


CAPPEAU’S 


Drug Store of Service 


Dial 6-8537 


see us. 


Enjoy instant, plentiful hot water 


For downright conven- 
ience, comfort and health 
of your family — you 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 


cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange tor the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 


DELAWARE POWER € LIGHT CO. 
“Tle Fobluc Apprecsales 


With an Automatic Gas 
WATER HEATER 
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Lactum 


The uncomplicated nutritional 
progress of infants fed Lactum® 
speaks for its sound rationale. Lactum 
is Mead’s liquid formula made from 
whole milk and Dextri-Maltose.® 

It provides generous milk protein for 
sturdy growth and sound tissue 
structure, with sufficient calories to 
spare protein and meet the infant’s 
energy needs. 

Lactum is convenient and easy to 
prepare—simply mix equal parts of 
Lactum and water for a formula 
supplying 20 calories per fluid ounce. 


1. Frost, L. H., and Jackson, R. L.: 
J. Pediat. 39: 585-592, 1951. 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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